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FINDING THE REAL SELF 


A LETTER—WITH A FOREWORD BY KAREN HORNEY 


REWORD: The letter we have put at the 
F head of this year’s publication is a docu- 
ment of greatest value. It was written after 
only 38 hours of analysis by a woman patient 
of great integrity, a woman endowed with 
the faculty of concisely expressing what she 
feels. 

Five years prior to analysis Mrs. B. had 
suffered a severe nervous breakdown, occa- 
sioned by difficulties with her child. To 
bring it down to bare essentials, it was pro- 
voked by the patient's being confronted for 
the first time in her life with difficulties she 
could not overcome by reason and will 
power. Previously Mrs. B. had succeeded 
through consistent remoteness from herself 
and others. 

It is not necessary here to go into details 
of either character structure or history. It 
is enough to say that the five years follow- 
ing the breakdown were years of intense 
suffering; years full of emotional upsets, of 
depressions, of states of unreality, of periods 
of self-hate and despair. With considerable 
understanding, a psychiatrist in a sanatorium 
helped her through the acute stages of her 
anguish. This letter was written to the psy- 
chiatrist and was motivated by a spontane- 
ous wish to tell him about what she felt— 
and what has proved since then—to be a 
turning point in her life. 

A year after she had left the institution, 
she decided to seek analytic help. She still 
gave the impression of great brittleness; she 
was subdued, tense, and full of palpable 
anxiety. The main area that unfolded in the 
first 30 analytical sessions was the relent- 


less system of “shoulds” which dominated 
her. She experienced a turning against her- 
self whenever she could not measure up to 
her rigid inner standards. Toward the end 
of this period, however, she took a positive 
step of great consequence. She started to 
wonder how much this kind of regimen 
stifled her spontaneity. From this the analyst 
drew courage to try to penetrate to her real 
self at this early stage with a question: 
“What do you really want?” 

She was able to take up the challenge. 
She responded by realizing her loss of self 
and by visualizing the possibility of finding 
herself. All this is expressed in the letter. 
The insight was not a passing elation but 
indeed instigated a radical change in her 
entire outlook on herself and on life in gen- 
eral. She had found a piece of firm ground 
upon which to stand, from which she could 
safely tackle her neurotic problems. 

Such an experience raises many questions 
most relevant for therapy. If the discovery 
of the real self is of incisive importance 
for therapy, how can the analyst help the 
patient to find himself? At what time and 
under which conditions can he try to direct 
the patient toward himself? Are there any 
dangers in approaching this subject pre- 
maturely? What, exactly, are the conse- 
quences of such a step? And, since the dis- 
covery of the self is usually not as dramatic 
as in this instance, how can we recognize 
and encourage the less perceptible moves 
the patient takes toward it? 

I trust that we will be able to answer 
these questions in the near future—provided 
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our conviction about the importance of find- 
ing the real self proves well founded. The 
following letier will give us an incentive to 
investigate these questions. 


Dear Dr. X: 


You'll be happy to learn that you are the 
father and by now the grandfather of a 
small miracle—I nearly telegraphed you of 
it three weeks ago but thought I'd better 
wait and be quite sure. It is simply but 
definitely that I am getting well—at long 
last. Meaning of course “as well as the next 
guy,” since our capacity for being human 
is almost never absolute. . . 

I mean just this: Until now I have known 
nothing, understood nothing, and perforce 
could love nothing, and for the simple, un- 
believable reason that I wasn’t here! For 
over forty years I have been exiled from 
myself without even suspecting it. 

Merely to understand this, now, is tre- 
mendous. It is not only the end of all that 
dying, it is to begin life. 

The story begins with your friendship, 
your generosity—when I was almost too sick 
to receive it. In the deepest sense that was 
my sickness. I couldn’t be friends; I had 
never been free, humanly, nor ever wanted 
to be. And you did somehow get through 
in spite of me, although two years more 
were to pass before this final chapter. The 
end, now, the opening of the door, belongs 
to my present analyst, Dr. Y. 

As you know, she didn’t begin with me 
until September, and things have been mov- 
ing fast, so fast that she too thinks it some- 
what miraculous; but don’t worry, she means 
to verify it before turning me loose. Now 
that I have both feet on the path, I don’t 
care how rough the going may be. 

It was a long journey brought me to her. 
Years of paralysis and depression. Then 
those months at the sanatorium.... Re- 
member how you tenderly patched and 
bandaged me, and how on Easter Day you 
lent me the book Our Inner Conflicts? That 
day was the day I began to move. Of course 
I wasn’t ripe for her sort of therapy yet, but 
I did react to that instant overwhelming 
recognition of myself, my neurotic self X- 
rayed upon the page. I did exist! Chapter 
Five and the end of Chapter Twelve were 


proof of it, illumination of it, and stirred 
me or the ghost of me from the limits of 
despair all the way to a new peak of ex- 
hilaration—on the strength of which I was 
able to come home, in installments. You 
know how difficult the next twelve months 
were: ceaseless effort to combat or to toler- 
ate the days, nights, weeks, with my obses- 
sive hallucination on the one hand and my 
own living “inhumanity” on the other; vain 
effort, punctuated only by occasional psy- 
chotic episodes. . 

The last of these episodes, about Thanks- 
giving Day, was highly significant—although 
at the time I could see nothing in it but 
redoubled terror, guilt, and hopelessness. 
What was actually my first audible bid for 
life I then took to be just one more ghastly 
proof of madness, no more than a dim 
and desperate hallucination that “some- 
where there must be a meaning, that some- 
how I would find mine.” 

By last spring a sort of cold peace had 
set in and I felt strong enough to begin 
thinking about psychoanalysis, and at last 
to get in touch with Dr. Y. She “would like 
to work with me... but... it was out of the 
question until next fall.” I would wait. Then 
in May, while on a trip to Oregon, came 
my second overwhelming reaction to the 
written words—this time in New Ways in 
Psychoanalysis. I had scarcely finished the 
chapter on the “superego” when the very 
ground I stood on began to slip. Or, it was 
as though without warning or preparation, 
while I slept, my one remaining leg had 
been amputated at the hip. About all I 
could do then and during the next four 
months was to keep my eyes shut and try 
not to breathe until I could start work with 
Dr. Y in the fall. 

Thus you might say I was “softened up” 
when I came to her, but I still had the 
disease; and she set to work ever so quietly 
but swiftly—showing me everything (my- 
self in action), telling me nothing. 

The first thing she tackled was that which 
was readiest at hand: my cast-iron “should 
system.” My complete armor of “shoulds”: 
duty, ideals, pride, guilt. This rigid and com- 
pulsive perfectionism was all that held me 
up; outside it and all around lay chaos.... 
She let me talk, fumble, stop, turn, begin 
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again, always going in circles until at last, 
little by little even I could begin to see what 
sort of strait jacket held me: I existed only 
because I should! I began to mention “spon- 
taneity”—to dare think of it, and at last to 
realize how I longed for it— I who had 
always deliberately fought it, even in child- 
hood! And Dr. Y. pointed out that there is 
an inverse ratio between genuine, spon- 
taneous feelings and the “should system.” 

Then, on January 10th, she played a 
trump card—daring to play it so early in 
the game. Just four words! An apparently 
innocent, even naive question; but it was 
loaded. As she put it: “Perhaps there isn’t 
even an answer to this as yet... but what 
do you want, really?” 

I tried to keep it from striking home and 
retreated any way I could to defend what 
was still my sole raison détre, but within 
hours the medicine began to work way 
down inside me. For the first time in my 
life I saw that I was quite simply unable to 
want anything, not even death! And certainly 
not “life.” Until now I had thought my 
trouble was just that I was unable to do 
things: unable to give up my dream, unable 
to gather up my own things, unable to ac- 
cept or control my irritability, unable to 
make myself more human, whether by sheer 
will power, patience, or grief. 

Now, for the first time I saw it—I was 
literally unable to feel anything. (Yes, for 
all my famous super-sensitivity! ) How well 
I knew pain—every pore of me clogged with 
inward rage, self-pity, self-contempt, and 
despair for the last six years and over and 
over again and again! Yet, I saw it now—all 
was negative, reactive, compulsive, all im- 
posed from without, inside there was abso- 
lutely nothing of mine! There just was 
nothing. Had I been a little less numb I 
suppose I'd at last have cut my throat. And 
Dr. Y knew it. 

This was it: the crisis, the turning point. 

I went home and began once more to 
think down to the bottom of my rootless- 
ness. Perhaps a week or two passed. 

There is only one way out of chaos; and 
now that I knew all the other doors were 
locked, I made the tremendous discovery. 
The miracle that Dr. Y. had forced me to 
make on my own, not out of books this time 


—at least not directly—but out of my own 
bowels. From ten thousand miles away I 
saw it as a blinding light: the importance, 
the necessity of a Self! One’s own single 
self. My original life—what had happened to 
it? Chaos was here—all around and in me— 
that I understood in all my fragments. But 
was that all one could ever know? What 
about the perfect planets, this earth, people, 
objects? Didn’t they exist and move? Couldn't 
they be known? Yes . . . but there has to 
be a knower, a subject, as well! (Meaning 
is a bridge between two things.) Begin- 
nings, direction, movement had to be from 
a single point; and ours is where we stand, 
alone, our being sui generis. 

Suddenly vistas spread out and out to the 
sky, and all came together at my feet. Was 
it possible that I had touched the key to the 
universe—the key which every man carries 
so nonchalantly in his pocket? Instantly I 
knew in my bones, and by grief itself, that 
I had discovered the very core and essence 
of neurosis—my neurosis and perhaps every 
neurosis. The secret of wretchedness was 
SELFLESSNESS! Deep and hidden, the fact 
and the fear of not having a self. Not being 
a self. Not-being. And at the end—actual 
chaos. 

With this (the hallucination to end them 
all?) I went to Dr. Y. and talked for two 
hours. My own calm surprised me. She lis- 
tened intently. I knew this time she was not 
being just a spectator. I told her that at last 
I had seen my true poverty. I saw now all 
the way down, how and why, and how 
completely neurotic needs come to replace 
desires . . . until you are canceled out. One 
couldn’t ask a starved man, a dead man, if 
he would prefer oysters to caviar; cut off 
from desires the very concept of choice 
cannot exist. Here at the end of this thought 
I had seen how neurosis happens and what 
it’s all about. Selflessness! (The lack of self, 
of selfhood, of entity, of integrity. ) 

How is it possible to lose a self? The 
treachery, unknown and unthinkable, be- 
gins with our secret psychic death in child- 
hood—if and when we are not loved and 
are cut off from our spontaneous wishes. 
(Think: What is left?) But wait—it is not 
just this simple murder of a psyche. That 
might be written off, the tiny victim might 
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even “outgrow” it—but it is a perfect double 
crime in which he himself also gradually 
and unwittingly takes part. He has not been 
accepted for himself, as he is. 

Oh, they “love” him, but they want him 
or force him or expect him to be different! 
Therefore he must be unacceptable. He 
himself learns to believe it and at last even 
takes it for granted. He has truly given him- 
self up. No matter now whether he obeys 
them, whether he clings, rebels or with- 
draws—his behavior, his performance is all 
that matters. His center of gravity is in 
“them,” not in himself—yet if he so much as 
noticed it he’d think it natural enough. And 
the whole thing is entirely plausible; all 
invisible, automatic, and anonymous! 

This is the perfect paradox. Everything 
looks normal; no crime was intended; there 
is no corpse, no guilt. All we can see is the 
sun rising and setting as usual. But what 
has happened? He has been rejected, not 
only by them, but by himself. ( He is actual- 
ly without a self.) What has he lost? Just 
the one true and vital part of himself: his 
own yes-feeling, which is his very capacity 
for growth, his root system. But alas, he is 
not dead. “Life” goes on, and so must he. 
From the moment he gives himself up, and 
to the extent that he does so, all unknow- 
ingly he sets about to create and maintain 
a pseudo-self. But this is an expediency—a 
“self”? without wishes. This one shall be 
loved (or feared) where he is despised, 
strong where he is weak; it shall go through 
the motions (Oh, but they are caricatures! ) 
not for fun or joy but for survival; not 
simply because it wants to move but be- 
cause it has to obey. This necessity is not 
life—not his life—it is a defense mechanism 
against death. It is also the machine of 
death. From now on he will be torn apart 
by compulsive (unconscious) needs or 
ground by (unconscious) conflicts into 
paralysis, every motion and every instant 
canceling out his being, his integrity; and 
all the while he is disguised as a normal 
person and expected to behave like one! 

In a word, I saw that we become neurotic 
seeking or defending a pseudo-self, a self- 
system; and we are neurotic to the extent 
that we are self-less. 

Think what this 25th of January meant 


to me! From now on I had something to 
believe in, not yet in my own self perhaps— 
for to think it is not quite to be it—but at 
least I could believe in my right (innate, 
potential) to wish, to want, and to live for 
no purpose or reason other than that I do. 
Sum ergo sum. (Indeed, hadn’t scientists 
“believed” in uranium long before they dis- 
covered it?) 

I can see you smiling now as you read 
this because long ago you gave me the 
answer to this thing, though neither you 
nor I could correctly formulate the question 
that it answers. (Oh, the truth lies all about 
us like the grass.) You once told me, re- 
member, that there were only two reasons 
for doing anything in life: either because it 
needed to be done, or because one wanted 
to do it. The clue is that word want—to 
wish, not to need. You know, as I do, that 
the neurotic, so far as he is neurotic, is no 
longer able simply to want or wish any- 
thing but is driven right, left, and around 
in circles by his compulsive needs, which 
can never be less than absolute starvation. 
He really does need everything, desperately, 
and therefore cannot give up anything; and 
there is no solution. He has no choice; alter- 
natives he has (many, and all bad), but 
who is there to do the choosing? 

And I remembered Dr. Z’s neat descrip- 
tion of the neurotic: The patient says, “I 
cannot”; his friends say, “He will not”; and 
the doctor says, “He cannot will.” Now 
carry this one step further, and there is the 
reason which none suspects: He cannot will 
because he cannot even wish! Almost liter- 
ally he is not there. He may strive desper- 
ately toward his goal and never make it (or 
at what a cost! ), because it isn’t he that is 
doing the striving. His real self is stifled 
by the neurosis, the Frankenstein monster 
originally designed for his protection. And 
it makes little difference whether you live 
in a totalitarian country or a private neuro- 
sis, either way you are apt to end up in a 
concentration camp where the whole point 
is to destroy the self as painfully as possible. 

Having discovered the necessity for it, I 
now began to see the significance of the self. 
Oh, the million things you discover with 
the first touch of life! Almost before you've 
turned the key all the separate fragments 
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of existence rush to fall mto place. How 
can you see, think, speak, remember fast 
enough to keep pace? Is there nothing which 
doesn’t fit here, even dying and terror and 
broken things? There is nothing of it un- 
known to you, and little that the average 
healthy man doesn’t simply take for granted 
—but I had never before seen the sun rise. 
How could I have understood that the self 
is as significant as humanity? And this is not 
at all Freud’s ego, but rather, as William 
James describes it, “what welcomes and re- 
jects.” (Freud’s ego and superego, as I 
understand them, are the neurosis! ) 

If our human purpose is to live and grow 
and express ourselves, then the chance to 
grow is everything—for it takes years, even 
with incalculable love or luck, to walk and 
wind our own willingness through the whole 
structure of things. Yet it is this willingness 
we can't afford to give up. It is our sole 
strength, our wish to live! Who gives it up, 
from fear or force, has to that extent lost 
himself; he is emasculated (well symbol- 
ized by Freud’s “castration complex”) and 
sold into slavery and compulsion. He may 
look like a man, but that is only his body, 
which he hopes will be fed. How shall he 
(being less than a man) bridge the gap 
between discipline and the self-discipline 
which is choice? How shall he take one step 
from utter frustration (from self-pity, scorn, 
greed, guilt or rage) to compassion, gen- 
erosity and respect? Not by remorse, nor 
will power, nor broken-hearted charity; not 
by any miracle of “brotherly love” which is 
not and cannot be in his heart; not by 
suicide, murder, or the rope trick. Babe or 
neurotic, he cannot make one step forward 


because he cannot want to. And why in fact 
should he want to, he who sees only the cost 
and not the gain? (Unwilling renunciation 
is a kind of suicide and breeds more mon- 
sters.) You cannot will yourself to want a 
thing! I know. I've tried for years. 

One thing only separates “I should,” or 
“I need,” from the simplest “I do want”— 
and that is not choice but the freedom 
to choose. (Sheer intellect and stupendous 
resolution are as nothing. The emotion is 
all: the “attaching of values,” a man’s entire 
meaning and content.) And this is the signi- 
ficance of the self: that it alone can choose. 
It has this freedom because it has and is the 
emotion. It is free because it has a place to 
stand—its own live roots, and not the shift- 
ing ground of expediency; and because it 
can have no ulterior motive. It relates 
directly to things. (I do not mean that such 
a self has no problems, no defeats, but that 
in choosing it will be limited by perception, 
and not by any effort of the will; its prob- 
lems may even be insoluble but they will 
not be overwhelming.) At the very deepest 
level the self knows only two words—and it 
wants to say yes, that widest of words, be- 
cause its only purpose is to be! In this sense 
I suppose dualism is not around us but in 
ourselves, our multiplicity of selves, which 
means always the distance from our true 
self. 

Who for that matter would not rather be 
himself, affectionate and free, if he could 
afford it? No other self is free to feel, to ex- 
press our nature, to know another and be 
known. This alone is the human self, that 
can go out; that can love, and endure, and 
be loved—because it wants to live. 
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7 SEVERE and intractable guilt feelings 
can operate as a serious block to prog- 
ress in analytic therapy is well known by 
experienced psychoanalysts. One would as- 
sume that a sense of wrong doing would 
open the way to reorientation of values, 
constructive efforts, and realistic strivings 
toward healthier ways of life, but experi- 
ence shows that we must reckon with a 
sense of wrong doing which is not only 
totally unproductive, but which tends to 
drive the patient toward chronic and un- 
remitting self-torture, despair, and some- 
times self-destruction. If this kind of guilt 
has been accurately understood and if the 
problems associated with it have been well 
analyzed and worked through, we find that 
the patient comes to experience a sense of 
wrong doing which has a totally different 
quality. There is no plunge into a hell of 
gloom and self-recrimination, but a sense 
of relief, of cleanness, a sustained facing of 
the issues, and the beginning of real hope 
and interest in remedying matters. We must 
conclude that we have to deal with two 
kinds of guilt feelings—one unproductive, 
obstructive, and potentially or actually de- 
structive; and the other potentially produc- 
tive and constructive. The title of this paper 
indicates this differentiation—neurotic guilt 
and healthy moral judgment. 


A careful and serious study of Horney’s 
theory of neurosis helps to clarify the serious 
technical difficulties encountered in dealing 
with problems of neurotic guilt and also 
points to the value of observing and utiliz- 
ing the patient’s true and constructive moral 
judgment. According to Horney’s theory, 
neurotic or destructive guilt feelings are the 
outcome of neurotic developments. Neu- 
rosis inevitably entails impairment of moral 
integrity. This is expressed in a variety of 
ways. In some individuals, there is an in- 
tense conscious concern with moral prob- 
lems, with right and wrong. But when we 
study the individual's moral values in detail, 
we encounter many glaring distortions and 
paradoxes. What is really bad has become 
good, and what is really good in human 
affairs has become depreciated and rejected. 
In other individuals, we see that the con- 
cern with what is good or bad has become 
such a confusing, torturing, and fruitless 
preoccupation that attempts are made to 
throw it out of consideration altogether, as 
a means to attain some peace of mind—only 
to have it recur with renewed intensity un- 
der the stress of inner tensions and external 
vicissitudes of living. In still other indi- 
viduals, moral considerations have been 
successfully dismissed from consciousness, 
and the individual tries to get along in com- 
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plete cynicism—leading to greater disturb- 
ances in the inner life and in relationships 
with others. The neurotic has, to a greater or 
lesser extent, become unable to distinguish 
or estimate what is realistically right or 
wrong, good or bad, in his attitudes, his 
thinking, and feeling about himself and 
about others. 

By right or good, we mean what is good 
for a human being’s personal growth, his 
development, and the fulfillment of his des- 
tiny as a whole, productive and creative 
human being—untrammeled by neurotic in- 
hibitions, uninfluenced by compulsive needs 
and undistorted by illusions about himself 
and others. When moral values are in har- 
mony with what is good and right for hu- 
man development, a person has a genuine 
appreciation of himself and others; he is 
guided by an honest and realistic appraisal 
of himself and others, and he is free to ex- 
perience his own real, spontaneous feelings, 
to make the most of his real capacities and 
to explore and experiment with his poten- 
tialities. This would conduce to a full sense 
of living, to freedom in his relations with 
others, to spontaneous and active sharing 
with others, spontaneous and active con- 
tributions to the welfare and happiness of 
himself and others. Where there are irre- 
concilable issues between his own wishes 
and interests and those of others, he would 
be able to make a stand and come to a clear 
decision one way or the other and to take 
the responsibility for good or ill. As he 
grows in mental and moral stature, he could 
change his stand and his course of action, 
according to a better understanding of what 
is good for himself and others. 

None of us knows finally what is good; 
we are prone to more or less imperfect 
moral concepts, but we can strive to clarify 
and then to reclarify them for ourselves and 
aim ultimately to cultivate them in their 
highest and best form. Our work as analysts 
entails helping others to solve their life 
problems. We do not determine for others 
what is good, but we seek to help our 
patients to free themselves from confusion 
and distortions so that they may determine 
what is good for themselves and direct their 
lives along the lines of their own spontane- 
ous choice. It is inevitable that the analyst 


will indicate his own position through the 
very raising of questions, through indicating 
that there are moral issues at stake of which 
the patient has been unaware, through im- 
plications and sometimes through direct ex- 
pression of his own personal opinion. But 
this is done in the spirit of stimulating free 
discussion and consideration of differences, 
where they exist. It offers the opportunity 
for each one, patient and analyst, to reflect, 
to reconsider, and to change if either one 
sees fit spontaneously to do so. Regarding 
what is good, I should like it understood 
that I am referring to basic, fundamental 
human values and not to conventional stand- 
ards as set forth by special social, religious, 
or political ideologies. These standards ma’ 
correspond to what is fundamentally ncn § 
or they may not. 

As to a theoretical understanding of dis- 
turbances in moral integrity in neurosis, we 
would start with certain considerations upon 
which Horney has focused in a recent series 
of lectures.’ These lectures will be included 
in a forthcoming publication. In them Hor- 
ney has been concentrating on the split in 
the personality which results from the in- 
dividual’s attempt to create an illusion of 
wholeness when his personality is actually 
torn by inner conflicts which would other- 
wise exhaust and overwhelm him. The per- 
son tries to escape from his conflicts by 
letting his imagination construct a concep- 
tion of himself in which there is or ought to 
be nothing at all the matter. In this concep- 
tion all his contradictory traits, all his in- 
consistent thoughts and feelings, his whole 
neurotic way of life—all are entirely admir- 
able and virtuous. He feels there is nothing 
really inconsistent or out of order about 
him. Since in imagination the sky is the 
limit, he goes further: The natural qualities 
and capacities he possesses become en- 
hanced and transmuted into unique, super- 
lative gifts; and still further, he can endow 
himself with capacities he simply does not 
have at all. This is the construction of the 
idealized image. But an illusion—no matter 
how necessary, or comforting, or relieving, 
or fascinating—is still an illusion. It does not 


*“The Search for Inner Unity.” Delivered at 
The New School for Social Research, Spring, 1949. 


} 
} 
ye 
| 
| 
a 
g 


NEUROTIC GUILT AND HEALTHY MORAL JUDGMENT 


erase reality. The fact remains that all is not 
well. The person is still bound to his com- 
pulsiveness and beset by fears, still suffers 
from inhibitions, weaknesses, and frustra- 
tions. He really has just average intellig- 
ence, or only superior intelligence; if he 
has special gifts they are probably unde- 
veloped, and it would remain to be seen 
whether or not they are of genius caliber. 

With idealization of the personality, the 
self as it really is becomes by comparison 
something to be ashamed of—unattractive, 
unworthy, a part of the personality which is 
always threatening to emerge and disgrace 
the person. It is his skeleton in the closet, 
or, as Horney has said, a disreputable poor 
relation who discredits and belies the image. 
We believe that this idealization of the per- 
sonality is the direct cause-and-effect ex- 
planation of the individual’s rejection of his 
real problems, his real abilities and limita- 
tions—and if his abysmal shame and guilt 
about them. 

This development leads to a reversal of 
real human values. His inner life in a mess, 
the individual is so ashamed and disgusted 
he turns his back on himself and loses in- 
terest or faith in any capacity he might have 
to help himself. This is bad for him, but he 
feels it right and proper to desert and des- 
pise himself. His factual abilities fall so far 
short of what he can dream up about him- 
self that he gives up the attempt to exercise 
and cultivate what he has. This is also bad 
for him, but he feels it good to be outraged 
at qualities and performance which fall short 
of a fantastic standard of perfection. This 
makes him, in his own eyes—and he thinks 
in the eyes of others—a superior person 
who detests “mediocrity,” who knows what's 
what. But all the while he is not even trying 
to do what he can with what he has and 
from that point improve and become better. 
He hates others who are active and produc- 
tive, and he feels good if he can spot their 
limitations and shortcomings. This is again 
bad for him because it frightens him away 
from making any efforts of his own. Or he 
regards other active and productive people 
as specially endowed, favored by the gods, 
on a different plane. They have been allowed 
to “graduate”; they sit among the elite; what 
they produce flows out of them with no 
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effort on their part. This is bad for him, for 
he has lost a sense of common ground with — 
others. His thoughts eliminate the factor of 
effort which active people make to do or 
achieve something and which he also would 
have to make in order to be productive. 

On innumerable finer points, the false and 
the spurious are given positive value. Being 
helpless, being inert, having nothing to do 
with others, pushing others around, bully- 
ing, overriding, being vindictive, paying 
others back, hating someone till one’s dying - 
day—these qualities can be elevated to the 
highest virtue, to a point of honor. And 
there are innumerable qualities related to 
what is really good which the neurotic re- 
pudiates as unimportant, unnecessary, not 
worth-while. The idealized image has se- 
duced the conscience into accepting and 
approving that which degrades and stulti- 
fies, and into rejecting and despising attri- 
butes and capacities which would promote 
and stimulate growth and well-being. A 
person cannot get rid of neurotic guilt so 
long as the conscience is thus perverted. 
This perversion of moral values constitutes 
one of the crucial problems in therapy. This 
theoretical understanding enables us to clar- 
ify moral issues and to help our patients to 
achieve substantial gains in working out 
their problems. 


Frevup’s View or Guitt 


I think it will help to clarify what I have 
just said if I describe briefly where psycho- 
analysis stood on the topic of guilt feelings 
prior to our recent advances. Freud saw his 
patients bogging down in irrational guilt 
feelings; he saw them sticking in a state of 
utter inability to break through, to dissipate 
guilt feelings and make progress in treat- 
ment. He saw that these persistent and 
chronic, tormenting self-accusations (on the 
score of sexual matters) were reactions to 
failure to conform to an impossibly strict 
and harsh moral code. He saw this code 
emanating from a hypothetical structure 
which he called the superego, and hypo- 
thesized further that this superego was ad- 
dressing itself with blame and censure to 
the weak, impotent ego, or self, or I. He 
considered that the function of the super- 
ego was to regulate the drives of the primi- 
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tive, completely amoral, instinct-driven id, 
or unconscious, in man. Thus the ego was 
caught between the superego and the id. 
Freud regarded severe, irrational guilt feel- 
ings and self-punishing tendencies as ex- 
pressions of a force inimical to well-being, 
since the ego was unable to escape from 
or combat them, as evidenced by the bog- 
ging down in self-condemnation. He identi- 
fied this force with a death instinct inherent 
in all animate matter, including man, which 
drives a person to destruction under pres- 
sures of guilt, or at least blocks the road to 
recovery and well-being. The forces of the 
id he identified with the life instinct, or 
pleasure principle, or Eros, which bids man 
to pursue happiness and fulfillment with no 
moral or ethical considerations. 

How did Freud envisage a possible solu- 
tion or salvation for the weak ego, caught 
between these two forces? He credited the 
ego with capacities to think and reason, but 
not with a capacity to grapple with moral 
problems, release itself from irrational self- 
accusations, or to establish sound moral 
principles and be guided autonomously by 
them. The patient must resolve irrational 
guilt feelings by rational repudiation of the 
dictates of the superego. He should be able 
to do this if he has understood and accepted 
analytic interpretations. But if he was suc- 
cessful in throwing off the yoke of the super- 
ego and freeing himself from irrational guilt, 
it was obviously impossible to permit the 
forces of the amoral id to have full sway 
in civilized society. Again, rationally, the 
patient must bring himself to accept the 
rational morality of society. This left the 
patient still subject to instinctive forces 
driving him in the opposite direction, and 
he would have to rely, theoretically, on the 
presumably less powerful dictates of reason. 
This problem—how the forces of life and 
death ultimately become dissolved or coa- 
lesced—was unanswered, as Freud states in 
the paper “Analysis Terminable and Inter- 
minable.”* 

Freud’s attitude toward the part that guilt 
played in preventing recovery led to the 
conclusion that an inner sense of guilt was 


*International Journal of Psychoanalysis, Vol. 
XVIII, 1937. 


abnormal and undesirable. And this would 
seem to lead to the conclusion that Freudian 
analysis rejects morality. These factors have 
caused psychoanalysis to be viewed with 
alarm and indignation by many people. But 
Freud was a sincere and ardent moralist. 
He considered it essential that the patient 
give up the strangulating morality that pre- 
cipitated a degree of guilt, that forced him 
into black despair and paralyzed his interest 
in life and efforts to get well. This is a point 
that many non-scientific students of psycho- 
analysis have not grasped. Freud considered 
it essential that the patient come to terms 
with unbridled exercise of primitive instinct, 
and he considered it essential that he recon- 
cile himself unequivocally with commonly 
accepted and necessary decencies in human 
society. This is a second point which some 
of his critics either overlook or of which 
they are not aware. Freudian psychoanaly- 
sis does and does not reject morality. It re- 
jects the scientific study of problems relat- 
ing to morality in neurosis, and it wants to 
help the patient solve them. The dilemma 
is solved by directing the patient toward 
external solutions. 


Tue Rewicious View or Guitt 


Since some religious leaders have cru- 
saded against psychoanalysis as being, in 
their opinion, an evil influence, I want to 
make a few comments on the two points of 
view regarding the role and value of guilt. 
Orthodox religion holds that it is an essen- 
tial force in impelling the sinner to seek sal- 
vation and thus gain everlasting life. Freud, 
the scientist, sought to understand certain 
forms of human suffering and their allevia- 
tion and cure. Irrational guilt feelings were 
seen to obstruct recovery, a block to attain- 
ing peace of mind and freedom from con- 
flicts and their devastating consequences. 
But civilized man must attempt to conform 
to the moral values of society. The doctrine 
of original sin in orthodox religion and 
the doctrine, according to orthodox psycho- 
analysis, that man is fundamentally amoral, 
at bottom a creature of instincts—these two 
doctrines bear a close resemblance to one 
another. One, derived from Scripture, ad- 
heres to the account of the fall of Adam; 
the other is derived from a mechanistic 
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evolutionary theory which holds that there 
are only quantitative differentiations in the 
development of higher forms of animal life 
from lower forms of life. According to this 
view, no qualitatively different and new 
factors appear in higher forms of life, such 
as, in man, a conscience or a capacity for 
moral judgment. From an orthodox religious 
point of view, salvation from a state of sin 
and from punishment in the hereafter is 
achieved through a sense of guilt, the ac- 
knowledgment of sin, the mystical experi- 
ence of grace, forgiveness conferred by a 
minister of the church, and the acceptance 
of the moral teachings of the Savior. Man 
is credited with a capacity to appreciate and 
respond to morality emanating from a super- 
natural source, but not with a capacity to 
guide himself morally. From the orthodox 
psychoanalytic point of view, liberation from 
psychic suffering is achieved through in- 
sights and working through the problems 
thus revealed. Man rights himself through 
awareness and acknowledgment of his in- 
stinctual drives and the acceptance of good 
and decent social patterns. He has the ca- 
pacity to appreciate and accept the guid- 
ance of civilized moral values but not to 
formulate a moral philosophy for himself 
and live by it in a responsible way. 


A Broaper View oF GUILT 


We have seen irrational guilt feelings in 
much the same light that Freud did. They 
are one of the blocks in the road to recovery, 
and they must be dispelled. We have seen 
that they are expressions of a sense of failure 
to live up to impossibly high and strict 
standards of conduct and performance. But 
irrational guilt feelings have been studied 
in a much broader and deeper way and in 
much greater detail. The consideration of 
guilt feelings is not limited to those con- 
cerning sexuality, but it has been extended 
to include a sense of wrong-thinking, wrong- 
feeling, wrongdoing in all other aspects of 
a person’s life. As to detail, we pay attention 
to the many ways in which guilt is felt and 
expressed—tendencies to scold oneself ex- 
cessively, to accuse, berate, belittle and con- 
demn oneself on account of real shortcom- 
ings and also on account of traits and be- 
havior that are not in any way reprehensible. 


Related to guilt also are many vulnerabili- 
ties, fears of being found out, expectation of 
the condemnation of others, penalties and 
punishments which the individual inflicts on 
himself and on others. We also include 


manifestations of attempts to escape from 


self-accusations and self-contempt, wherein 
a person turns to condemnation and blame 
of others, suspicions of evil in others, seek- 
ing to make others feel ashamed and guilty. 

The superstructure, or idealized image, 
whence come irrational self-accusations and 
guilt feelings, has been studied in more de- 
tail. This superstructure corresponds to 
Freud’s superego but is radically different 
in concept. We would see it as a neurotic 
development, not as a universal instinctual 
manifestation; we would see it affecting all 
phases of the individual's life, not merely the 
regulator of instincts so powerful as to be 
uncontrollable by moral considerations. The 
idealized image is the creation of the indi- 
vidual’s own imagination, called into being 
by the dire necessity to quell the chaos of 
his inner neurotic conflicts, so that he may 
function with some sort of equilibrium. The 
idealized image for each individual varies 
from that evolved in other individuals ac- 
cording to the particular neurotic character 
structure. We would not envisage a universal 
“superego” which approves and disapproves 
the same thoughts, feelings and behavior. 
According to our concepts, what one person 
would hold valuable and would feel ashamed 
and guilty about would be unique for him, 
and such things could be quite different 
from what another person would obsessively 
strive for as an ideal and obsessively despise 
himself for failing to recognize. 

We have considered the irrational nature 
of neurotic guilt feelings, and we have seen 
that they represent one of the impairments 
of moral integrity resulting from neurotic 
developments. We might say that the factor 
in human nature subserving moral judg- 
ment—that is, conscience—is thrown out of 
gear, over-activated, supercharged, inflamed 
by the nagging complaints of the idealized 
image, or overwhelmed and paralyzed be- 
cause of sheer inability to satisfy the impos- 
sible demands of the idealized image. Con- 
science cannot function according to true 
values; a person is at the mercy of a con- 
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science which misdirects him. It approves 
and sets up as good much that is actually bad 
and it fails to register what is wrong with 
the real self and to point out a right course. 

Freud’s concept of ego was never very 
clear, probably because he ignored quali- 
tatively new factors in human nature, espe- 
cially the new and highly sensitive and 
highly discriminating factor of conscience 
as part of human personality. Our concept 
of self, corresponding to the nebulous Freu- 
dian ego, is that it is the vital core of per- 
sonality containing potentialities for per- 
sonal growth, development, and fulfillment. 
In neurosis these constructive forces, includ- 
ing moral judgment, have been to a large 
extent diverted into the service of safety re- 
quirements—first against an actually adverse 
environment in childhood; then into over- 
charged, anxiety-driven compulsiveness; 
then into defenses against inwardly gener- 
ated anxieties caused by inner conflicts; then 
into false solutions of conflicts. With the 
construction of the idealized image, one of 
the false solutions, the individual turns 
against his real self and irrational, neurotic 
guilt comes into play. What is “good” for 
the patient is strictly determined by his 
inner necessities for safety and equilibrium. 
He becomes, of necessity, totally one-sided 
and must keep himself blind to connections 
between his distorted values and the many 
serious disadvantages and the suffering that 
are thus incurred. The greatest of his suffer- 
ings is neurotic guilt resulting from his turn- 
ing against himself. 

THERAPY AND GUILT 


We would tackle problems of neurotic 
self-accusations and irrational guilt feelings 
as follows: Since the individual has made 
up his own idealized image (which bids him 
despise himself ) he can unmake it, provided 
he comes to a genuine appreciation of the 
extent to which he has abandoned himself 
to his imagination and of the mischief thus 
created. Irrational guilt feelings are not the 
expression of a self-destructive, or death, 
instinct, but the reaction of the real self 
which is tyrannized and beaten down by the 
individual's imagination of what he ought to 
be. When the patient dispels his illusions 
about himself, irrational self-accusations and 


self-frustrations cease. This can be a long 
and arduous process, but it gradually opens 
the way to a reorganization of values and 
considerations of what the patient spon- 
taneously wants to do about his life. 

The first job at hand is the question of the 
person’s own treatment of himself as a hu- 
man being. His attention is called to self- 
deception, stultifying pretenses, how he has 
made up a story about himself out of whole 
cloth, how he has entered into a self-per- 
petrated plot to cheat and abuse himself. 
The reduction of the idealized image and 
of irrational charges against oneself is accom- 
plished not entirely by rational processes, 
not entirely as a result of logical explana- 
tions, not as a result of reassurances from 
the analyst that he really is a worth-while 
person, but as much and more by calling 
upon the patient’s moral judgment, however 
weakened and warped it may be. We would 
see to it that such questions as the following 
emerge in the course of the work of analysis: 
Is this right, fair, just, honest that a person 
so deceive himself, that he so shame and 
stigmatize himself? And for what? For weak- 
ness, for being in trouble, for being afraid, 
for being confused, for having lost his way, 
for having only the good resources he does 
have and not the supreme intellectual powers 
or the goodness of a saint—even for having 
resorted to foul play against himself and 
others in his desperate attempts to keep go- 
ing on any basis? What is he doing to him- 
self with this great overblown, fantastic 
notion of himself and with this brutally self- 
recriminatory attitude toward himself which 
crushes all his confidence and self-esteem? 

The products of a conscience inflamed by 
the idealized image are irrational guilt feel- 
ings. The products of conscience relieved of 
the overload of impossible demands are nor- 
mal, productive guilt feelings concerning 
personal shortcomings and weaknesses that 
actually ought to be set right and can be set 
right. With productive moral judgment 
there comes a sense of hope and anticipated 
achievement if one is genuinely and whole- 
heartedly in process of working at one’s 
problems, and a sense of peace and well- 
being with each success. A clear distinction 
is to be made between neurotic and healthy 
guilt feelings. Neurotic guilt obstructs prog- 
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ress; healthy guilt provides effective lever- 
age to go forward and make changes. Neu- 
rotic guilt causes constant and endless pain 
if it is experienced directly. If it is not experi- 
enced, the neurotic individual has avoided 
it by resort to some anesthetizing device, 
which brings suffering anyway. Healthy 
guilt feelings are associated with pain, but 
of a quality which is immeasurably less 
poignant because of the sense of wanting 
and being able to change. 

This distinction is essential in the dy- 
namics of therapy. If the therapist does not 
make the distinction and thinks only of guilt 
feelings in general, he is bound to make one 
of two mistakes: 

1. Coming upon irrational guilt feelings, 
he might recognize them correctly as ob- 
structive and problematic, arising from too 
great demands the patient makes upon him- 
self. But he might stick to this attitude to- 
ward any guilt feelings and fail to recognize 
constructive moral judgment which would 
serve as a stimulus and directive for the 
patient in working at some problem. He 
might unwisely minimize or soft-pedal 
healthy guilt at a time when constructive 
moral judgment needs confirmation and 
encouragement. 

2. If the therapist’s attitude is that guilt 
feelings in general should stimulate the 
patient to work, he may be hasty and super- 
ficial toward tormenting neurotic guilt feel- 
ings and overlook problems related to the 
idealized image which need to be worked 
at. This attitude could wreak unnecessary 
hardship and suffering for the patient who 
is still under the tyranny of an idealized 
image and not yet on sufficiently good terms 
with his real self to be interested in himself. 


A Case or Guitt 


Patients vary in respect to manifestations 
of irrational guilt feelings and in respect to 
the availability of constructive moral judg- 
ment. In some individuals, irrational guilt 
feelings are right on the surface; they may 
be a presenting complaint and dominate the 
picture at the beginning of analysis. Others 
show no moral judgment of any kind, but it 
emerges in the course of analysis as the per- 
sonality unfolds. In still others, the sick con- 
science grumbles and complains chronically 
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behind the scenes, as it were, not coming to 
the fore with direct self-accusations. In still 
others, the individual has fits of black guilt 
which run a course and disappear as if by 
magic—like an attack of gallstone colic. In 
the case of a woman patient currently in 
analysis, the conflict between neurotic pride 
(idealized image) and self-hatred (the de- 
spised image) was raging out in the open 
and fully experienced by the patient. Her 
main solution was a partial withdrawal from 
this inner battle and a concentration of the 
conflict on the lives of her two sons. Her 
attention hovered between the two boys and 
herself. Toward them her attitudes and be- 
havior shifted capriciously from fantastic 
adulation to pestering concern for their 
achievements to vicious derogations of them. 
She was fulsomely adoring, over-indulgent, 
and deferential to them and just as callously 
neglectful and frustrating. Toward herself 
she was similarly grandiose and self-debas- 
ing. The home life was bedlam, and inwardly 
the patient was in torment because in addi- 
tion to her own self-hatred, she had to en- 
dure the contempt of the two inflated and 
somewhat sadistic youngsters. 

It was decided early in analysis to focus 
on the intrapsychic aspect of the conflict, to 
postpone detailed discussion of relations 
with others, and to tackle her tormenting 
self-recriminations. Some very general com- 
ments were made relating to some patently 
fantastic ideas she expressed regarding her 
physical appearance, her qualities as a 
mother, and her intelligence. The main em- 
phasis at first was placed on the topic of 
appearance. Her attention was drawn to her 
overwhelming disgust and rejection of the 
objective facts in this respect. A direct ap- 
peal was made to her judgment as to her 
treatment of herself. She responded with 
the question: “How do you know I have 
any judgment? I’m a fool and a wicked 
mother!” Bearing in mind the distinction 
between neurotic guilt and healthy moral 
judgment, it was pointed out that she had 
shown plenty of evidence of having judg- 
ment; but it was too intense and merciless, 
and she crushed herself so thoroughly that 
she was unable to make the most of what 
she had. She was using judgment as a 
weapon against herself instead of a tool to 
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help herself. She saw this quite clearly, and 
- within six weeks she adopted superficially a 
better attitude toward herself and initiated 
some quite constructive changes in behavior 
and activity. These included changes in the 
way she felt about her clothing, in her atti- 
tudes toward her husband and the boys, and 
in her feeling about her mentality. These 
changes were sustained for only a few weeks, 
but she had had the experience for a short 
time of a very different kind of life. This is 
valuable because it provided a contrast; it 
gave her some ground to stand on; it showed 
her possibilities and it provided important 
material for discussion in subsequent analy- 
sis of insufficiently worked-through prob- 
lems. Two knotty points, among other prob- 
lems, were the subjective values and the 
neurotic gains she derived from both her 
fantasies of exaggerated worth and of weak- 
ness and resourcelessness. Discussion of 
values is an important part of the work. As 
time goes on, the patient becomes increas- 
ingly confident in her own discernment, for 
she has come to engage spontaneously in 
debates with herself. Sometimes she comes 
to sound conclusions and takes a forward 
step. Sometimes an inner debate leads to her 
getting fed up when the issues are too evenly 
balanced; she then gives up and veers off 
again into self-recriminations and abuse of 
those around her. One has to be alert to the 
patient’s tolerance and to stand ready either 
to help or to ease off. On the whole, how- 
ever, it is possible to observe an ebb and 
flow of irrational guilt and healthy moral 
judgment and to see a gradual shift from 
the destructive to the constructive. 


Mora VALUES 


Where guilt is not experienced consciously, 
where it is invisible, where it is cloaked in 
symptoms or appears only in occasional out- 
bursts, I believe the problem is best ap- 
proached through a consideration of the pa- 
tient’s moral values. In the earlier years of 
our psychoanalytic practice we are con- 
stantly startled by the chaotic state of the 
patient’s values and dismayed by the ap- 
parent absence of any values at all. If one 
focuses on this scrambled morality, one will 
find in every analytic hour many expressions 
of distorted values. Whether or not we take 


them up for discussion immediately is sub- 
ject to considerations concerning selection 
and timing of interpretations—but it is essen- 
tial that distorted values be noted and dis- 
cussed at some time. Tentative comments 
are sometimes quite fruitful and often lead 
to fuller and more specific revelations in this 
area. If the time is ripe for questioning the 
patient’s values—and I am all for free experi- 
mentation but not reckless attacks—the 
sooner the patient becomes aware of the 
disorder in this area, the better, and the 
sooner constructive moral judgment is awak- 
ened. 

The distinction between neurotic self- 
recrimination and irrational guilt on the one 
hand and positive, morally critical attitudes 
on the other is readily made if one observes 
the patient’s reaction to some discussion of 
moral issues. In the first case, irrational guilt 
feelings would be accompanied by depres- 
sion, fatigue, hopelessness, inertia—the 
characteristic bogging down; or by anxiety 
concerning coming to the next analytic 
hour; or resentment against the analyst, 
accusations that the analyst is trying to make 
the patient feel bad or a complaint that the 
analyst is not supposed to inject anything 
relating to moral judgment into the analysis. 
Such reactions are signals pointing to at- 
tempts to ward off the pain associated with 
neurotic guilt. Very strong and persistent 
resistance to the topic of moral values is a 
warning to proceed cautiously or to post- 
pone until the patient is stronger. For irra- 
tional guilt is related to self-hatred and has 
a self-destructive component. 

On the other hand, constructive moral 
judgment on the part of the patient, ex- 
pressed in a realistic appraisal of some 
characteristic, is experienced with some 
pain—but there is, along with pain, a feeling 
of interest, wanting to stay with an issue, to 
re-examine it as if in anticipation of some- 
thing hopeful and profitable to be done 
about it. One feels a sort of inner concentra- 
tion in the patient, and his productions are 
more in the nature of his wanting to reflect 
on his own, rather than appealing to the 
analyst’s judgment or arguing a point with 
him. If the analyst recognizes this in the 
patient, it is important to leave the patient 
to his own reflections unless invited to par- 
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ticipate. Remember, too, it is an invitation 
to participate and not to take over. Many 
points will come up between analyst and 
patient on which there is plenty of room for 
genuine and honest differences of opinion. 
In case of such differences, the issue for each 
will be based on what is essentially right 
and wrong, and each will feel he can genu- 
inely respect the position of the other. Many 
other issues will be cloudy to the patient, 
and he may wish or need some help in direc- 
tion—direction in the sense of orientation, 
but not management or dictation. Under 
these circumstances it is the analyst’s re- 
sponsibility to offer personal opinion if it is 
timely according to the patient’s readiness 
to appreciate it as a personal opinion. 
CoNCLUSION 

The recognition and utilization of con- 

structive moral judgment are two of the 


most important contributions to our present 
practice in therapeutic analysis. Freud seems 
only to have considered non-productive, 
irrational guilt feelings and not to have 
recognized the constructive potentialities 
of spontaneous, healthy moral judgment in 
human nature. His concept of constructive 
forces in the therapeutic process was limited 
to the patient’s rational faculties and what 
was called positive transference in his rela- 
tions with the analyst. We would say that 
irrational guilt feelings are the products of 
an overburdened conscience, that conscience 
is a natural and essential part of human na- 
ture. When relieved of the excessive de- 
mands of the idealized image, this “organ” 
of moral judgment operates as a sensitive 
gauge to indicate inwardly for each indi- 
vidual what is really good and what is really 
bad, what is right and what is wrong. 


REASSURANCE IN THERAPY 


ALEXANDER R. MartTin® 


O REASSURE means “to free from fear, 
anxiety, and terror.” This definition has a 
special relevance for modern psychiatry be- 
cause in recent years anxiety has become a 
most important focus of psychotherapy. Be- 
fore we can reassure intelligently, we should 
have some idea of what constitutes anxiety. 
Its most characteristic quality, to which I 
wish to give particular attention, is its un- 
amenability to reassurance—that is, reassur- 
ance as one ordinarily understands it. 
Subjectively, anxiety is a state of appre- 
hension, a fear that something indefinite and 
terrible is imminent, and no amount of ord- 
inary reassurance can in any way convince 
the anxious individual to the contrary. Sub- 
jectively comparable to anxiety but dynami- 
cally different are those emotional states of 
fear, terror, and phobia related to something 
definite and specific. The individual may 
feel these states to be rational or may accept 
them as irrational; but here again the com- 
mon quality is their unamenability to re- 
assurance. Where there is apprehension, 
feelings of impending disaster and similar 
expressions of anxiety, we say the fear has 


not been objectified or externalized. In the 


phobias, we say there has been objectifica- 
tion or externalization of the fear. There is 


good reason to think that the process of ob- 


jectification which occurs unconsciously is 
always preceded by a brief or prolonged 
phase of anxiety, is a protection against that 
anxiety, and is an attempt therefore at what 
we could call internal reassurance. That is, 
the individual, through natural, unconscious 
processes within him, attempts to relieve his 
own anxiety. The phobia, or objectified fear, 
is more tolerable than the non-objectified 
anxiety. 

One doctor, when referring a panicky ap- 
prehensive patient, told me that in response 
to his age-worn reassuring cliché, “My dear, 
there is really nothing to be afraid of,” the 
patient quickly said, “Oh doctor, that’s 
what's the matter—if I only had something 
to be afraid of.” 

We should in therapy consider the in- 
ternal forces as well as the external forces 
that help to reassure. In the case of phobias, 
any external forces which initiate or support 
this unconscious process of objectification 
are assisting the individual to relieve his 
own anxiety. It may be necessary for a time 
seemingly to be on the side of this protec- 
tive, anxiety-relieving, reassuring function of 
the neurotic pattern, to go along with the 
objectified fear and not minimize it or make 
attempts to dissipate it without realizing that 
we may thereby be bringing about panic, 
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anxiety, apprehension that is much more 
intolerable to our patient. Insight into the 
superficially reassuring value of any neu- 
rotic defense and its abandonment is never 
accomplished by immediate and direct 
focusing upon it but will only proceed as its 
role and value in the patient’s whole context 
of living is brought to his realization. 

We must have respect for symptoms and 
appreciate that they represent nature’s at- 
tempts to overcome a problem so that growth 
can proceed. This does not mean that we sit 
passively by and leave nature alone, but, 
rather, that we try to find out what nature 
is doing, why she is doing it, and get on her 
side. Take the simple example of thumb- 


sucking. Certain children suck their thumbs _ 


when they are tired or hungry, when they 
are left alone, when they lose favorite toys, 
when new siblings arrive. We can speak of 
the young child who sucks its thumb as be- 
ing disturbed and can see that thumb-suck- 
ing is soothing, quieting, and relaxing. We 
would do well not to interfere with this but 


rather see it as a protection against and an. 


indication of some deep dissatisfaction and 
disturbance in the young child. Thumb- 
sucking is a kind of reassurance on a tangible 
concrete perceptual basis, which is the only 
basis whereby a child can be reassured. To 
interfere with it, without searching for and 
doing something about the basic disturb- 
ance, produces what we could now call 
anxiety and/or more complicated and in- 
accessible defenses against it. 

As it is with thumb-sucking, we find that 
many of nature’s earliest and therefore sim- 
plest ways of giving reassurance are not so- 
cially approved. Lonely, deserted, unloved, 
frightened children are spanked for mastur- 
bating, or rejected, isolated and stigmatized 
as “homosexual” in cases where their lone- 
liness and need for affection impels them to 
get into bed with one another. Here society 
rejects nature’s “attempt at cure” and does 
nothing about the original source of dis- 
satisfaction, and so new and more devious 
ways of relief and reassurance will be sought. 
Under stress, conflicting ways are sought 
and it is the existence of these acquired con- 
flicts which, though out of awareness, is one 
prerequisite in determining anxiety. 


Consider the frequency with which the 


physician and psychiatrist promise removal 
of symptoms as a reassuring approach. That 
the symptom happens to be the patient’s 
principal defense against anxiety is not ap- 
preciated. The threat of its being taken away 
arouses unconscious resistance to its removal 
and the reassuring physician is greeted with 
the characteristic repudiation, “No, I don’t 
think I'll ever get rid of it. I’ve had it a long 
time, doctor, and I don’t think there’s any- 
one could ever cure me.” If we continue to 
blast away at some neurotic symptom be- 
fore pase # and patient analysis and re- 
orientation as to function have been under- 
taken, we may be greeted at the next session 
by a completely changed patient, outwardly 
more comfortable and optimistic. We may 
be told, “Doctor, I am greatly reassured by 
what you told me.” Here, the real cause of 
what looks like improvement but which is 
nothing more than shallow, starry-eyed 
euphoria has been an unconscious shift over 
to another neurotic defense, with compliant 
sycophantic elements. The patient felt your 
strong rejection of his earlier and therefore 
simpler neurotic defense and now wants 
your approval. Hence, as a result of what 
was intended to be reassurance, we are now 
confronted with something which will be 
more complicated and more inaccessible to 
basic reassurance. 

What has been said is especially appli- 
cable to the great problem of sleeplessness, 
that meeting ground of the physician and 
the psychiatrist. It is imperative, especially 
in its incipiency, that sleeplessness be ap- 
proached from the dynamic point of view 
with due regard for its possible value to the 
patient and its function in the patient’s 
whole context of living. It is a condition that 
constantly invites reassurance, although 
psychoanalysis has shown how disturbing 
it is for many patients with sleeplessness to 
be told by the genial, reassuring doctor, as 
he leaves, “Don’t worry, we'll see to it that 
you get a good night’s sleep.” Such patients 
who insist they are going to stay awake have 
a great fear of sleeping, a great fear of being 
unconscious; there is usually a great fear of 
anesthesia. For them it is imperative to be 
alert, to be in full command of their senses. 
While they stay awake, they can maintain 
their way of living, which is the neurotic de- 
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fense against the emergence of conflicts 
which, for some reason or other, has become 
imminent. 

From what has been said, it is possible to 
consider reassurance under three main cate- 
gories: (1) false reassurance, (2) super- 
ficial or detense reassurance, (3) basic re- 
assurance, 


REASSURANCE 


In general, false reassurance occurs where 
there is a complete disregard of the uncon- 
scious determinants of behavior and a failure 
to see the value and function of symptoms. 
Opportunities are missed to give patients a 
broader perspective and a more meaningful 
orientation toward their symptoms and their 
whole way of life. Deep within themselves, 
the patients feel that you cannot really help 
them, and because such reassurances are so 
readily forthcoming from those in the high- 
est places, they are completely justified in 
feeling that no one understands them and 
can help them. 

The questions, “You know I’m not going 
to get well, don’t you?” or “Do you think 
I'll get well, doctor?” or the comment, “I 
don’t think I'll ever be better,” are all traps 
for the unwary. They are statements that 
give the real therapist an opportunity to 
show the patient that there is no simple 
answer, that the patient is certainly asking 
for something, but verbal assurance is not it, 
because he’s already had it. (I have told cer- 
tain patients they might have their symp- 
toms for many months, and this resulted in 
a lessening of their anxiety. Here, I was par- 
tially freeing them from anxiety, and yet I 
was not, in the ordinary sense, reassuring 
them. ) 

One of the commonest examples of false 
reassurance occurs with certain patients hav- 
ing objectified somatic fear—let’s say a fear 
of tuberculosis. The well-intentioned physi- 
cian takes X-rays and produces objective 
proof the patient is in excellent physical 
health. Instead of being relieved, this is fol- 
lowed by a return of the non-objectified 
anxiety, even to the point of panic. Or the 
patient may go into a manic or depressive 
phase. 

False reassurance is all too frequently dis- 
pensed to patients who express strong feel- 
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ings of self-depreciation, self-disparagement, 
self-hatred, belittling, etc. These are symp- 
toms which invite an encouraging, reassur- 
ing approach from the physician. In these 
instances, the doctor’s verbal reassurance— 
expressions of confidence, faith, encourage- 
ment—are practically automatic, because the 
patient’s self-disparagement, self-deprecia- 
tion, belittling are so completely unjustified 
objectively. This “cheer-up,” slap-on-the- 
back approach to the depressed patient is 
still widely practiced, either explicitly or 
implicitly. The patient continues to defend 
his poor opinion of himself even more 
strongly. 

There is a school of thought which holds 
that patients are reassured if you “treat them 
as if they can take it”—accordingly, a patient 
with severe stage fright is forced to go on 
the stage, a patient with a stammer forced 
to get up and speak. Help is withheld on the 
basis that if you give help, the patient will 
become dependent on you. This latter atti- 
tude is to some extent derived from the 
Freudian philosophy of destructive instincts 
according to which we control and discipline 
the growing individual out of fear, rather 
than out of respect. There is also the impli- 
cation that if we do things for the child, the 
child will never want to do things for him- 
self. In those instances where force is suc- 
cessful and the patient “regains the strength 
to overcome his fear,” the symptom is re- 
placed by a less obvious and a more devious 
and complex defense against anxiety and 
more serious inner conflict. 

One young patient was very afraid that 
he would lose the watch his father gave him. 
The fear obsessed him—he talked to his fam- 
ily doctor about this “crazy notion.” He 
wanted to leave the watch at home. The 
family doctor told him that the only way to 
overcome the fear was to take the watch 
with him wherever he went. Within a week 
the boy had lost the watch. 

What is mistaken for reassurance occurs 
frequently where doctors “reassure” thin, 
fragile patients that they will gain weight. 
They overlook the fact that for many of 
these slight, delicate individuals, their whole 
pattern of living has been to deny and reject 
the physical and to glorify the insubstantial, 
the spiritual, the exquisite. 
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SUPERFICIAL OR DEFENSE REASSURANCE 


When neurotic defenses against anxiety 
are beginning to break down, some thera- 
pists focus entirely upon restoring the old 
defense; they do everything to perpetuate 
the old neurotic pattern and aim to get the 
individual back to his former self. This is the 
“back-to-his-old-self” therapy. The super- 
ficiality of this kind of reassurance frequently 
goes unrecognized and is the basis for a 
great deal of current psychotherapy. 

In connection with this defense reassur- 
ance the old concept of sublimation requires 
revision. Many of the non-analytic thera- 
pies, occupational therapies, music thera- 
pies, insofar as they adhere to the concept 
of sublimation, should be aware of the ex- 
tent to which they may be re-establishing 
or fostering a pattern of defense which was 
on the point of breaking down. These par- 
ticular forms of therapies, while at times 
essential, are not really reaching the funda- 
mental source of anxiety and are therefore 
not fundamentally reassuring. Such sublima- 
tion provides defense reassurance and often 
subscribes to “back-to-the-old-self” therapy. 

When an anxious patient says, “Doctor, 
everything is going to pieces,” it should be 
realized that it is a neurotic defense that is 
breaking down, and that conflicts are on the 
point of emerging. Here the wise therapist 
will look for the neurotic defense and at first 
throw himself on the side of it but will recog- 
nize that this results only in superficial re- 
assurance which is not the ultimate goal in 
good analysis. 

A young man who came to see me about 
a rather pronounced stammer provides a 
helpful illustration. Members of his family 
were making strenuous efforts by argument, 
persuasion, threats and discipline to remove 
the stammer. It consequently became more 
aggravated, and the boy came to me under 
considerable tension. After about forty 
minutes, I had some slight understanding 
of what was really going on. I pointed out 
to him that, in some paradoxical way which 
he would come to understand, his stammer 
had become valuable to him, and he would 
find himself stammering less as it ceased to 
have value for him. This was reassuring, we 
might say, at a certain level. At least he felt 
he was not going to be forced to adopt new 


protective measures against his anxie- 
ties. It also accomplished a deeper kind of 
basic reassurance because he sensed he was 
with someone who was trying to understand 
and he could feel that nature’s attempt at 
cure was not being rejected. Also he could 
feel for the first time that the main focus was 
no longer on a stammer occurring in an indi- 
vidual, but that interest, both on my part 
and on his own part, had shifted to himself 
as a human being, who, among other things, 
had a stammer. Also my remark that he 
would cease to stammer when it was no 
longer valuable to him would reassure him 
that I would not perpetuate a neurotic pat- 
tern. 

When the young college boy keeps saying 
that he’s afraid he’s going to fail in his exams, 
we notice this insistence on failure becomes 
stronger as he approaches the day of exam- 
ination. There may be a way, perhaps, in 
which we can bring up the rather startling 
idea that this thinking of failure serves some: 
temporarily useful purpose—especially be- 
cause when we look at the record, we notice 
that he very frequently has had this fear be- 
fore exams in which he has done exceedingly 
well. With one boy, the insistence on failure 
became stronger the more his father and 
mother told him they felt he would get 
through. On one occasion, when these re- 
assurances were especially strong, the boy 
actually failed in his examination. He later 
said, “If only the old man would see me like 
the other guys—but I’ve always got to be 
somebody exceptional. Why can’t he think 
that I might fail once in a while at some- 
thing?” Obviously this kind of a father, 
what our culture might call the “reassuring 
father,” is emotionally unable to make that 
change in himself which could say, benevo- 
lently and understandingly, “Well, maybe a 
couple of failures would help you in some 
way.” Faculties at schools and colleges, who 
meet with this insistence on failure in a large 
number of young men and women, should 
give a great deal more attention to this whole 
problem and the various methods they are 
using to dispense reassurance. 

A restless, intensely agitated teacher kept 
saying to me, “I can't get school out of my 
mind.” I soon learned she really did not want 
to. She associates school with the children 


and the principal. She feels that she can’t 
control the children and that the principal 
is going to ask her to resign. She is really 
afraid she can’t control her emotions. The 
children symbolize what she feels will get 
out of hand in herself. The principal repre- 
sents the authority—the rigid, strict, neurotic 
authority in herself which would tend to 
keep conflicting and various emotions from 
becoming conscious and affecting her being. 
So, here, her inner conflict is being objecti- 
fied. She is full of resentment and afraid her 
feelings will get the better of her. She finds 
herself, as time goes on, being more cranky, 
more angry, more irritable with the children 
and with others. Evidence that she is deny- 
ing and repressing feelings is expressed psy- 
chosomatically; she says, “I feel that I have 
a clamp on my head. My nose gets blocked 
up. My ears are blocked up.” It is not so 
much that she is cutting off something from 
the outside, but rather that she is cutting off- 
something from the inside which is attempt- 
ing to reach her consciousness. That is, her 
total involvement in conflicts would reach 
consciousness if she were not able to ob- 
jectify the whole process. 

A patient insisted to me that he was going 
to be arrested. He had a frightening fantasy 
of being locked up, and he admitted that he 
had a feeling that I might put him behind 
lock and key. “Of course, I know it sounds 
perfectly ridiculous, but I just can’t get over 
the fear.” I pointed out to him that, for some 
reason, the whole idea of being arrested, 
locked up, confined, restricted, was his own 
idea, and his insistence upon it indicated 
that, for some reason, he could not let the 
idea go. This man did not want to be “re- 
assured that he would not be arrested”; on 
the contrary, he wanted reassurance that 
something would be arrested, that he would 
be able to arrest something in himself. A 
deeper anxiety had to do with apprehen- 
sions that his conflicting emotions were im- 
minent and would get the better of him, that 
he would then be overwhelmed, that he 
would go berserk. I had to get it over to him, 
not in so many words, but by (1) moving 
the analysis in various directions to bring 
out in the past, in the present, and in dreams 
how intensive and extensive had been his 
conflicts over control, restriction, and con- 
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finement and (2) by showing him the literal 
and figurative implications of what he was 
saying and really wishing. 

In this whole matter of reassurance, it 
would seem that what is one man’s meat is 
another man’s poison. Many of the occur- 
rences and experiences of life which our cul- 
ture would regard as reassuring, relieving 
anxiety, restoring confidence—such as suc- 
cess, promotion, good fortune, unexpected 
gifts—not only have had the opposite effect, 
but have resulted in serious anxieties, panics 
and suicides. How then, can we make any 
sense out of this confusion? This calls for a 
reconsideration of those human relation- 
ships which seem motivated by the highest 
virtues: thoughtfulness, consideration, kind- 
ness, common decency. We would say that 
love is reassuring and that perfect love 
casteth out all fear. Yet misconceptions of 
this whole philosophy are responsible for 
some of the most unfortunate mistakes in 
psychotherapy. Many of our seemingly virtu- 
ous attitudes are far from virtuous and, far 
from being reassuring, may actually increase 
the individual’s anxiety. I have specially in 
mind here the urge to help people who are 
in distress, which, in so many, amounts to 
a compulsion to reassure. This compulsion 
to reassure is one of our greatest problems 
in modern medical and nursing therapy. Too 
often an opportunity to initiate treatment 
on a sound basis and to bring about a healthy 
orientation and perspective is missed be- 
cause the over-anxiety of the therapist be- 
trays itself and the patient is confronted 
with the therapist’s compulsion to reassure. 
This results in the unconscious perpetuation 
of the patient’s neurotic patterns. Such a 
therapist meanwhile has deceived himself 
and others by mistaking his compulsion to 
reassure for a virtue. 

Psychoanalysis has shown the complex but 
effective ways to follow if we wish funda- 
mentally to reassure our patients. These pro- 
cedures are poorly understood by many of 
our psychiatrically trained colleagues and 
even more so by the general medical pro- 
fession. Many of our procedures, in the 
course of basically reassuring certain pa- 
tients, run absolutely counter to what many 
psychiatrists and the general medical pro- 
fession conceive to be reassurance. It is en- 
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tirely the responsibility of psychoanalysis to 
present the whole subject in a way that will 
facilitate wider understanding together with 
a more extensive practice of those attitudes 
so essential to basic reassurance and real 
therapy. 


REASSURANCE IN PsyCHOANALYSIS 


A clear understanding of the complex, 
intricate and pervasive nature of this whole 
reassurance problem will be gained if I call 
your attention to what is constantly being 
uncovered in the course of everyday analytic 
experience. I feel this is a necessary preface 
to my consideration of what constitutes basic 
reassurance. 

An extremely interesting phenomenon 
which occurs in most therapeutic relation- 
ships is the patient’s compulsive and insati- 
able need for reassurance. Praise, compli- 
ments, and approval ordinarily make one 
feel good—confident and hopeful and as- 
sured. With many patients, however, these 
only effect a very transient reassurance and 
then, again, more reassurance has to be 
sought. They wish to be continually re- 
assured that the analyst is friendly, that he 
has a good opinion of them and that he likes 
them. There is a phase of almost constant 
searching for signs of these reassuring atti- 
tudes. The most trivial details are noted. 
Changes in the waiting room or the office, 
the analyst’s greeting, facial expression, in- 
tonation of voice are all observed carefully 
for some indication that the analyst is 
friendly. Everything that is brought up dur- 
ing the hour has its deeper significance and 
value subordinated to this intense, insatiable 
and compulsive need for approval, or for 
proof of approval. This often occurs simul- 
taneously with reassuring dreams in which 
the analyst brings the patient into his house 
or invites him to a picnic, or dreams in which 
the analyst and the patient are dining to- 
gether. Waves of compulsive need for re- 
assurance are often periodic and rather 
transient. They are frequently evidence of 
some forward step in the analysis. Destruc- 
tive attitudes of the patient—exploitive atti- 
tudes, hostilities, resentments, tendencies to 
disparage the analyst—may be on the point 
of emerging into consciousness and conflict- 
ing with contrary attitudes. The patient him- 
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self tends to disapprove and reject these con- 
figurations, conceptions or attitudes which 
are arising and cannot admit them to him- 
self. He invests the analyst with the same 
disapproval and anticipates rejection by the 
analyst. Also if there are destructive, dis- 
paraging attitudes toward the analyst, a 
patient may anticipate retaliation by the 
analyst. As long as there are these disparag- 
ing and destructive tendencies about to 
emerge, we can see how no amount of re- 
assurance is helpful. The proof the patient 
may get today that the analyst is friendly 
has to be confirmed again tomorrow and the 
day after. For instance, the first glimmering 
awareness by a patient that he is uncon- 
sciously competing with the analyst, that he 
is attempting to defeat him, confuse him, 
etc., is frequently preceded or accompanied 
by a strong wave of searching for reassur- 
ance. Frequently, revelations of a sexual 
nature, either recent or from childhood, are 
preceded by a strong need to search for re- 
assurance. At one level, the patient feels that 
because sex is regarded by him as dirty, 
ugly, taboo, anti-social, etc., he invests the 
analyst with his own rejecting attitudes to- 
ward the sexual experiences. In these situa- 
tions there is also a somewhat deeper source 
which produces the compulsive need for re- 
assurance. This stems from what the patient 
has been using sex for. With one patient, a 
strong need for reassurance and for guaran- 
tees that the analyst was not going to reject 
him preceded the revelation of a sodomy 
experience. The patient spoke of it as being 
disgusting and horrible and was sure the 
analyst could have no use for him. However, 
the deeper implications were that he was 
using people for his own pleasure, that in 
social and business intercourse he was ex- 
ploiting others, and in his analytic inter- 
course there was an emerging awareness of 
the extent to which he was exploiting the 
analyst. 

Then there are serious problems related 
to the patient’s being unable to ask for re- 
assurance. Among other things this involves 
admission of dependence on someone from 
whom approval is important. This conflicts 
with attitudes related to independence and 
dominating others. In obtaining such re- 
assurance, therefore, the patient has to be 


22 


ALEXANDER R. MARTIN 


quite indirect and resorts to the trial-balloon 
method. 

There are then great difficulties connected 
with accepting reassurance. To accept re- 
assurance involves an admission of a still 
greater dependency on the analyst, which is 
often in serious conflict with attitudes that 
regard the analyst as weak, incompetent, 
and a vastly inferior being. Often, after some 
genuine reassurance has resulted from an 
' interpretation of the analyst, or after some 
new emphasis which has been illuminating, 
this may immediately be followed by re- 
pudiation, contempt, scorn, or cynicism to- 
ward the analyst. In this connection we find 
the most indirect and circuitous strategies 
adopted to conceal the real source of reassur- 
ance from themselves and to attribute the 
feeling of well-being to something outside 
the analysis, some experience in the daily 
life, or something which they take care to 
point out they have discovered entirely in- 
‘dependent of the analyst. Expressions of 
genuine appreciation, of gratitude toward 
the analyst occur late in all analyses and are 
associated with the resolution and the re- 
conciliation of some of the most difficult 
neurotic conflicts. 

For many, the conscious acceptance of re- 
assurance involves them in binding obliga- 
tions, and they dread a feeling of being for- 
ever indebted to the analyst. There are seri- 
ous conflicts over what they often refer to 
as their “enslavement” if they accept any 
support or help or if they accept gifts. They 
are unable to be gracious receivers. For 
some, gifts are the opposite of reassuring 
and actually increase anxiety from which 
escape is sought. These conflicts which are 
brought closer to consciousness when the 
patient receives gifts are often resolved by 
keeping the gift while repressing all pleasure 
it brings. 

We can see how a distrustful, contemptu- 
ous attitude towards affection, tenderness, 
sweetness, love can be a defense against 
accepting the reassurance. If the patient 
doesn’t trust it, then he won't have anything 
to do with it. Behind such defenses we find 
that the patient really fears being completely 
carried away by his feelings and that he will 
be at the mercy of the conflicting hungers 
and desires that become conscious if he is 


“touched.” One patient said he was afraid 
to taste or savor anything because he was 
afraid it would “seduce” him. This is similar 
to the “all-or-nothing” predicament of cer- 
tain alcoholics who are completely unable 
to stop after one drink. 

Kindness and thoughtfulness on the part 
of the analyst, which ordinarily one would 
consider reassuring, may have the opposite 
effect. Related to this are those instances in 
analysis where anger on the part of the 
analyst, whether real or imagined by the 
patient, may have a more reassuring effect 
than affection or kindness. This will occur 
in those phases where there is a great con- 
flict as to whether the analyst is a human 
being, or an impersonal, invulnerable, dis- 
passionate, highly objective observer. It is 
often the period when patients, struggling 
with their own detachment and lack of feel- 
ing, begin to wonder if the analyst has any 
feelings. Being wary, suspicious, and dis- 
trustful of affection, tenderness or sweet- 
ness, such patients feel that anger has some- 
thing more genuine about it. This helps to 
explain certain instances where patients en- 
deavor by many indirect and unconscious 
ways to make the analyst angry. They are 
wondering whether or not the analyst is re- 
sponsive, and when the analyst admits that 
he is angry, they accept this anger as re- 
assurance that the analyst is a genuine and 
responsive human being. 

An interesting variation of the reassurance 
problem occurs in certain patients who ex- 
press intense hatreds. It is important to see 
the value to the individual of this attitude 
of hatred. In many instances it is an attempt 
to keep away from conflicting feelings, to 
stiff-arm emotion, to avoid letting feelings 
get the better of him. Hatred is sometimes 
glorified. A young person once told me, 
“Hate is much more dignified than love— 
that crap.” With this girl, whatever looked 
like love and affection was being resisted 
strongly because she was afraid of being 
swept off her feet completely. She was afraid 
of being a fall guy, a sucker, a push-over. I 
especially mention this paradoxical reassur- 
ance or relief of anxiety by maintaining 
hatred because we are so frequently con- 
fronted with our patients’ insatiable desire 
to be reassured that you like them and their 
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ever-increasing demands for proof of being 
loved, that we cannot conceive that reassur- 
ance may be involved in those phases where 
patients are insistent upon hating and others 
hating them. A terrific insistence upon hat- 
ing and being hated may be a last-ditch 
stand against a serious panic, or dynamically 
speaking, an abrupt emergence of serious 
conflict. Failure to understand the dynamics 
here and attempting to reassure the patient 
that people really do care for him, that no 
one hates him, or even a circuitous attempt 
at this time to introduce ever so subtly the 
idea of a friendly, affectionate world can be 
the very opposite of reassuring. 

Permissive attitudes on the part of thera- 
pists are very frequently not reassuring. 
Many patients are afraid of freedom. They 
feel too weak to control; they put authority 
and control outside of themselves, although 
they will fight against it. 

That a firm, predictable authority is re- 
assuring is well known. A young patient of 
mine had always resented her parents’ inter- 
ference with her love affairs. When she and 
her boy friend were alone all day in the 
woods they remained very distant and no 
love-making took place; but at night, in the 
downstairs living room, with the parents up- 
stairs in bed, the couple indulged in rather 
violent love-making. Here, the proximity of 
the authority was sufficiently reassuring so 
that the young girl could release her feelings 
and allow herself to become somewhat more 
intimate. 


REASSURANCE IN DREAMS 


In this brief paper on the whole problem 
of reassurance I can do little more than men- 
tion the great significance of dreams. 

Many dreams are reassuring in that they 
show effective defenses against anxiety; 
other dreams show conflicting defenses 
against anxiety. A typical nightmare—being 
chased by buffaloes and being unable to 
run—dramatizes an intolerable inner conflict. 
From this the patient is relieved by: (a) 
awakening and resuming his pattern of con- 
scious life which is in part a defense against 
the emergence into consciousness of total 
involvement in such a conflict, (b) continu- 
ing to dream and entirely removing the 
nightmare quality by lying down and let- 


ting the buffaloes ride over him. (This is ex- 
pressed in waking life by submissiveness and 
letting others ride over him.); (c) continu- 
ing the dream and entirely removing the 
nightmare quality by rising off the ground 
and flying over the heads of the buffaloes. 
(Expressed in waking life by detachment. ) 

Again a repetitive childhood nightmare 
of being alone in a limitless void and falling 
through space was one night completely re- 
lieved by the patient dreaming he came to 
rest and “reached solid ground” in front of 
a well-known candy store. Here reassurance 
through sweetness—affection with oral over- 
tones—is being expressed. 

With another patient the nightmare qual- 
ity was relieved by going into a room full of 
books. Here reassurance through intellec- 
tuality was one implication. 

A repetitive nightmare of being chased 
by a moronic figure was always relieved 
whenever the patient could reach a certain 
weighing machine and stand upon it. This 
was expressed in waking life by a meticulous, 
obsessional pattern of life in which every- 
thing was “weighed carefully.” 

We can approach the analysis of a dream 
in the same way that we approach the analy- 
sis of a symptom. A patient not only has a 
dream but remembers it and brings it to the 
analyst, knowing that that dream is going to 
be analyzed. There may be some desire on 
his part to hold our attention to that dream— 
to discuss the elements in it, as if, at that 
time, the dream was an unconscious attempt 
to direct the analysis along lines that would 
have least anxiety for him, i.e., that would 
be most reassuring. The dream may indicate 


‘what neurotic defense is in jeopardy and 


what neurotic defense and defenses he wants 
you to support and protect. Our approach 
should be governed by the thought, “What 
elements in the total personality process 
should I support—the constructive elements 
and therefore basically reassure, or the neu- 
rotic elements and therefore superficially re- 
assure?” An effective analysis is always 
bringing conflicts closer to consciousness. 
The patient protects himself against too sud- 
den emergence by enlisting the analyst’s 
attention in a way that will reassure him his 
defenses are approved and supported by the 
analyst. 
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Every move of the therapist has its re- 
assuring or unassuring implications, and I 
am referring here to what supports or does 
not support the neurotic defenses as well as 
what supports or does not support the unique 
creative self which is trying to get free of 
neurotic entanglements. 


Basic REASSURANCE 


Generally speaking basic reassurance is in 
great part derived from the following: (1) 
the attitude and philosophy of the analyst; 
(2) his respectful attitude towards symp- 
toms; (3) his differentiation between un- 
healthy conflicts and healthy friction; (4) 
his attitude toward helping the individual 
to participate in conflict. 

Philosophy of the Analyst: The essential 
ingredients of a basically reassuring analytic 
relationship are Holism, Humanism, Homer 
(poetry), and Humor. Adherence to a be- 
lief in a holistic growth principle, and a 
genuine emotional appreciation of what this 
means is one great step toward introducing 
the first basic reassurance into therapy. This 
means complete refutation of a death-in- 
stinct philosophy and a complete refutation 
of a basic instinctivistic conflict in man. 
There is no instinctive conflict between body 
and mind, but in healthy growth we have our 
feet on the ground and our head in the 
clouds. As will be discussed in later para- 
graphs, the prevailing body-mind dualism 
which still pervades neurology and psychia- 
try is already a neurotic defense against 
awareness of our total participation in ac- 
quired inner conflicts. 

It is basically reassuring for patients when 
they first realize that their intellectual and 
emotional potentialities are not inevitably, 
interminably, and wholly involved in build- 
ing defenses against anxiety, and when they 
come to know that their anxiety is not de- 
termined by instinctivistic and therefore per- 
petual conflicts. 

During every analysis, patients become 
aware of the falseness of the whole neurotic 
structure. They feel there is nothing genuine 
about them, no genuine expression of a real 
creative self. Needs for real reassurance at 
this time arise especially if there has been 
too much concentration on neurotic trends, 
because the patients are overwhelmed with 


feelings of terrific insincerity. For them this 
phase of analysis shows everything to be 
false, artificial, pretentious; they see all their 
giving and receiving on a bargaining basis— 
only Indian-giving. They either do what is 
expected or they react by doing what is not 
expected. Everything is reactive, contrived 
and underhand; there is no awareness of 
true generosity, spontaniety or graciousness. 
At these times, it is basically reassuring to 
indicate to patients that their compulsive 
giving and receiving, their need to give in 
order to get, their implicit bargaining and 
giving in order to get claims on others do 
not imply a lack of genuine, sincere attitudes 
and feelings, but, rather, that their genuine 
feelings are obscured by and subordinated 
to what is demanded and anxiety-driven. 
For example, a young man of a highly 
ethical, moralistic Boston family—an only 
son involved in an extremely close, posses- 
sive relationship with his mother—found 
himself prostrate with grief when his mother 
died. He had talked a good deal with me 
about what was demanded of him, what was 
expected of him. As far as he was concerned, 
everything in his life—everything he did and 
felt—was either what “was expected of him,” 
or was a rebellion against that expectation. 
When his mother died, he said to himself, 
“These people know how fond I am of my 
mother—they will expect me to be prostrate 
with grief,” and he accordingly was. But, at 
the same time he told me, he had a terrific 
feeling of insincerity. I had to point out to 
him that while there was some genuine grief 
for his mother’s death, it was completely ob- 
scured by the grief he felt was demanded of 
him. 

Attitude of the Analyst: The analyst who 
is basically reassuring is never neutral, cold, 
detached, or impassive. He is always emo- 
tionally involved with his patient but not 
compulsively so. He is responsive to the 
whole individual, which would include the 
unconscious determinants of the picture pre- 
sented to him. He has to orient and address 
himself and respond to the whole individual, 
not just to the articulate periphery or some 
neurotic compartment. When a patient in- 
sists the analyst is impersonal and is con- 
stantly asking questions and insisting that 
the analyst’s silence is unnatural and arti- 
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ficial, the analyst appreciates that the whole 
individual is not expressing himself and that 
the real individual that he wants truly to 
help is swamped, smothered, and strangled 
by his neurotic conflicts. If he does subscribe 
for the time being to a neurotic defense, he 
does it with his eyes open. The patient must 
feel reassured that the analyst is not going 
to take away his crutches immediately. As I 
have said before, for the patient an objective 
fear is preferable to panic and anxiety. With 
certain apprehensive patients who are able 
for the first time to express fear of something 
definite, we have to realize what this step 
involves. 

As to the attitude towards symptoms, the 
following shows the orientation and appli- 
cation of a basically reassuring approach: 

A patient presents an acute form of writer’s 
cramp. The family doctor told him he would 
get over it when it was first noticed a couple 
of weeks ago, but it seemed to get worse and 
worse. Did the family doctor know the value 
of this writer’s cramp to the patient? Had 
the point of view that certain symptoms 
have value ever occurred to him? The indi- 
vidual is overtly expressing a conflict locally 
that is involving his whole being. The ques- 
tion here is what is going to be most reassur- 
ing to the individual, and how can we best 
proceed toward a genuine and basic reassur- 
ance. A conflict is involving his whole per- 
sonality, but it is only coming through con- 
sciously in one localized area of his being. 
Just the mechanical, physical elements in- 
volved in writing are shown to be in con- 
flict. This localization of conflict is nature’s 
way of relieving anxiety, of bringing about 
some reassurance. When the patient presents 
such a symptom to the doctors, he wants 
them to focus on it. At first he does not want 
the doctor’s interest to extend beyond the 
localized conflict. But while there is this 
limitation of focus on the localized area, this 
patient does not want to be reassured that 
he will get rid of it. It is reassuring, then, to 
let him talk about it, and quite the opposite 
to tell him to get his mind off it, to stop think- 
ing about it. He does not and cannot let him- 
self become aware of his total involvement 
in conflict. So then in our efforts to bring 
about basic reassurance by showing him that 
his whole personality is involved, this, too, 
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has to be done slowly. Many a psychiatrist 


does harm in trying too quickly to get over 
to the patient that his real trouble involves 
his whole personality. We know this to be 
true, but the admission and the acceptance 
of this has to be an extremely gradual pro- 
cess. 

Attitude toward conflict: The avoidance 
of all friction—the avoidance of all conflict— 
is basically unassuring. I believe that basic 
reassurance is relative to the extent that the 
patient allows himself to become conscious 
of his total participation in conflicts—-in other 
words, to the extent that he finds the strength 
to feel his whole being in conflict. This would 
be to face and feel consciously the gross con- 
tradictions and hypocrisies in himself. 

It is helpful to conceive the internal situa- 
tion as something like this: A conflict has 
been brought close to awareness. The pa- 
tient avoids consciousness of his total in- 
volvement in this conflict, which is an in- 
tolerably anxiety-filled experience, by de- 
tachment—by repression of the conflict. Of 
our neurotic patient, we can say truthfully, 
“You are a whole person, but you cannot 
admit it,” because this necessitates aware- 
ness of total participation in conflict. He 
must gradually be brought to accept con- 
sciously this total participation. Certain 
localized expressions of the conflict may re- 
main in consciousness. The conflict remains 
active, however, and is expressed uncon- 
sciously in all his relationships with himself 
and others. Therefore the individual cannot 
basically feel whole or admit that he is 
whole. This inadmissability or non-accept- 
ance of being whole—unwholesomeness, we 
might call it—cannot help but be accom- 
panied by feelings of weakness. Out of this 
feeling of weakness comes the feeling that 
the individual would be at the mercy of his 
feelings, that he does not have strength to 
control his own feelings, or he does not have 
strength to control his emotions. 

To assist the patient consciously to accept 
his total involvement in conflicts and not 
allow him unconsciously to keep them local- 
ized to one structural or temporal area of 
his total life pattern, we have gradually to 
bring into awareness these conflicts as they 
express themselves in the past, in the pres- 
ent, in dreams, and in social life. If, when 


the patient is bringing up conflicts from the 
past, we can be showing their continual re- 
lationship with the present, this has funda- 
mental reassuring value. When we are able 
to show that what took place on a perceptual 
and tangible basis in childhood has its 
analogy to what is going on symbolically 
and figuratively in the immediate present, 
this gives the individual a wider and broader 
basis of awareness and therefore is basically 
reassuring. 

There are certain terms applied to memo: 
such as recall, revival of memory, whi 
carry the erroneous implication that ele- 
ments previously inactive or dormant now 
become active. What really happens in 
memory recall is that our past, which is 
always alive and active within us but act- 
ing upon and influencing our lives uncon- 
sciously, is brought to our awareness and is 
now merging consciously with the present. 
This enlarges our consciousness, increases 
the extent of our conscious personality. It is 
not so much that being healthy we have 
therefore a greater memory and know and 
feel a wider extension of ourselves, but rather 
because we feel and accept and admit a 
wider extension of ourselves in the past and 
in the present with all our conflicts that we 
feel healthy. Memory recall, particularly 
memory of conflicts, is basically reassuring— 
it means that we are admitting more of our- 
selves. 

When certain patients are on the verge of 
panic and there are dreams in which the pa- 
tient brings up the past, I have found it re- 
assuring to follow up these leads and to keep 
the patient talking about these past events 
relating to the dream. The conflict which is 
on the point of emerging and the source of 
serious anxiety is thereby attenuated; it is 
certainly not evaded. 

We have to pay more and more attention 
to the memories of conflicts in childhood. It 
is conflicts that are repressed or dissociated 
rather than memories per se. Because the 
child lives mainly at a perceptual level, more 
and more of the conflicts at the earthy, sensu- 
ous level must be made conscious. Here, 
there is some similarity to the Freudian pro- 
cedures. I would like to say that I disagree 
with the reasons Freud gave for emphasizing 
childhood experiences, childhood sexuality, 
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interest in excrement, etc., but I feel more 
and more that this phase of the four-dimen- 
sional life pattern must be brought out and 
linked with the present, with the dream life, 
with the relationships with the analyst, with 
the experiences in the extra-analytic relation- 
ships. I am led to think this way because I 
strongly feel that the patient’s consciousness 
of his total participation in conflict has to 
take place eventually and we must not allow 
the conflict to remain localized in any one 
temporal or structural area. 

The microcosmic process during effective 
analysis is analogous to the macrocosmic 
phenomenon of the Renaissance. The resurg- 
ence of creative effort, the sudden develop- 
ment and expansion of man’s awareness, 
man’s full personality, during the Middle 
Ages, followed upon an acceptance of the 
past and a merging of the past with the 
present. There was at last an inclusion of 
what was earthy and worldly in the total 
consciousness, all of which previously had 
been repressed by the rigid orthodoxy of the 
Dark Ages. Humanism asserted itself as it 
must do in all successful analyses. 

There is then something about getting 
down to earth literally and figuratively that 
is a means of basic reassurance. We can re- 
turn to the earth, return to sleep, to the past 
and to darkness not as an escape, but as a 
means of going into the darker reaches of 
ourselves, to extend our awareness, to get 
closer to ourselves. Sleep is not primarily an 
escape, although it can be used as such. We 
go into the darkness to get light, just as the 
French scientists—the Curies—went into the 
darkness, the primitive, primordial darkness 
and mud, into the black pitch of night, to 
get radium. In sleep, the present merges 
with the past and the past with the present. 
Sleep is basically reassuring but where there 
are serious conflicts, sleep can be an escape— 
that is, a superficial or symptomatic means 
of reassurance through return to the past, a 
return to dreams. In this category, we have 
the concept of the return to the womb but 
determined by anxiety and not by instinct. 

The greater the degree of humility, the 
less the need for reassurance, and the more 
basically assured this individual will be. Hu- 
mility means down to earth, means on the 


earth, as distinct from humiliation, which 


means being brought down to the earth. 

Under basic reassurance we have to in- 
clude that reassurance that comes from what 
we can call accepting the child within us— 
that is, accepting the crude, unrefined, in- 
choate elements in ourselves. This is all re- 
pressed in the repression of childhood con- 
flicts. 

There is some connection between basic 
reassurance and the ability to laugh at one’s 
self, to laugh at the awareness of contradic- 
tions and discrepancies and hypocrisies in 
one’s self. We find this laughter coinciding 
with periods of insight or extended aware- 
ness. Such laughter in analysis is very often 
a sort of a laugh-cry, a laughing, crying, 
jittery feeling and is really a physical mani- 
festation of total involvement in conflict. 
There is no doubt that related to this, there 
is a new accretion of strength and some basic 
lasting reassurance. Certainly, the willing- 
ness to engage, the willingness to be con- 
sciously engaged in the whole conflict adds 
an additional quota of strength and reassur- 
ance. We must include here all those feel- 
ings of basic reassurance that come from a 
feeling of being more whole, a feeling of be- 
ing more wholehearted. 

From a patient undergoing analysis I 
would like to illustrate the processes and 
feelings operating in the two forms of re- 
assurance that I have mentioned and de- 
scribed: “defense reassurance” and “basic 
reassurance.” 

First, the defense reassurance took the 
form of objectification of anxiety. The pa- 
tient said, “Instead of terrified numbness, I 
feel sick. I'd rather feel that way.” “I have 
pains in my stomach and fix all my fears on 
them, instead of what I am really afraid of, 
and that’s my feelings.” Here we see the ob- 
jectification of anxiety which is already a 
step towards relief. This was the same pa- 
tient who said to me, “Oh, if I could only 
have something concrete to be afraid of.” 

With this patient it had been part of her 
escape from involvement in conflicting feel- 
ings to resort to a high degree of intellectual 
detachment with complete denial of the phy- 
sical. It was almost as if she were physically 
non-existent. Yet externally, what was deli- 
cate, fragile, and physically harmless was 
the basis of one of her greatest phobias. She 
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was afraid of moths. She was not afraid of 
any insect that had a sting like a wasp, 
hornet, or bee. She could handle these quite 
effectively. This patient was really afraid of 
the intangible, her intrapsychic conflicts and 
emotions. She was trying to objectify this 
anxiety. She was also afraid of bats, and in 
her more recent dreams, she carried an old 
repetitive nightmare to something like a 
conclusion. Previously, when she dreamt of 
bats, she always woke up before they came 
to her. Last year, however, she dreamt she 
took the bat in her hands and grappled with 
it, came to grips with her emotion, you might 
say, or with her conflict. Then more recently 
the bat came to her and struck her right in 
the chest. It lay on her chest and fluttered 
and she awoke with her heart fluttering vio- 
lently. This dream, while superficially a 
source of considerable anxiety and fright, 
was basically a source of lasting reassurance. 
She said, for the first time, she knew and 
was able to “take to heart” what she was 
afraid of—her conflicting emotions. She had 
wished for something concrete outside her- 
self to be afraid of, and this wish seemed to 
express itself in her dreams and in reality. 
What actually was real here was her physi- 
cal involvement in conflicting emotions. This 
she tried to objectify. As long as she denied 
and would not allow the internal physical 
realities to frighten her, then she could get 
no reassurance from internal physical, sub- 
stantial sources. 

This patient frequently complained of 
pain, numbness or paralysis of her legs. 
Whatever is supporting us, holding us up 
and is the source of our strength must have 
some connection with assurance and reassur- 
ance, hence the importance of the lower 
limbs and the various psychosomatic symp- 
toms in the lower limbs which frequently 
become manifest when conflicts about self- 
assurance and reassurance are closer to con- 
sciousness. 


CONCLUSION 


In view of the confusion and misunder- 
standing that prevail regarding reassurance 
and the somewhat haphazard, ill-considered 
dispensing of so-called reassurance by those 
desirous of helping others, this is an appro- 
priate time to review the whole subject. 
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I realize the great over-simplification in 
this presentation, and I would like to have it 
understood that I do not wish to advocate 
here any specific techniques in reassurance. 
Where I have described techniques and pro- 
cedures, I have tried to give the general 
trend of attitudes that I feel should prevail 
with greater frequency, rather than specific 
prescriptions. From those everyday clinical 
situations which invite reassurance, I have 
tried to illustrate how some of the greatest 
errors are made and where some of the 
greatest opportunities for real help have 
been missed. 


A more careful consideration and under- 
standing of the dynamics involved in the 
whole process of reassurance will help us 
toward a better clarification of our goals in 
therapy. If we take the literal definition of 
reassurance—that is, to free from fear, care, 


and anxiety, to restore confidence, we could 
say that this is the goal of all therapy. I hope 
it has become obvious, in the course of this 
paper, that relieving anxiety can be one 
thing, while dispelling or removing the 
causes or the determinants of anxiety can 
be something else. It is more along this latter 
line that genuine basic reassurance takes 
place. To put it in other words, in the micro- 
cosmic struggle and conflicts, a peace-at- 
any-price procedure may be followed with 
some temporary or transient reassurance, 
and this may indeed be necessary, but the 
high price that is paid will only purchase 
what is an illusion of reassurance. 

The more it can be brought to conscious- 
ness that acquired inner conflicts involve the 
whole structural and temporal being, the 
greater will be the degree of basic reassur- 
ance. 


1 
‘ 
- 
29 


CONSTRUCTIVE FORCES IN DREAMS 


FREDERICK A. WEIss * 


—_ DREAM is a “royal road to the un- 
conscious.” Where this road leads will 
necessarily depend on what we expect to 
find at its end—on our concept of the char- 
acter of unconscious emotions. If the un- 
conscious is considered to contain only irra- 
tional wishes for libidinous, aggressive, or 
destructive satisfaction, then dreams can ex- 
press no more. An unconscious which har- 
bors no rational, constructive forces cannot 
be expected to express constructive forces in 
dreams. 

Horney emphasizes in her recent work? 
the existence and unconscious activity of 
constructive forces also. in the neurotic. 
These forces, which move the patient toward 
emotional health and genuine growth, are 
strengthened and mobilized in the process 
of analysis. 

Poul Bjerre, a Swedish psychoanalyst who 
followed Freud on his way from hypnosis to 
psychoanalysis, gives a pertinent description 
of the impact produced by an exclusively 
irrational and destructive concept of un- 
conscious motivation:* 

“,.. It means that the more we succeed 
in penetrating all surface phenomena and 


reaching the essentials of psychic life, that 
is those of life as a whole, the oftener we 
come across powers inimical to ourselves; 
and finally we fall, a helpless prey, into their 
hands. During the Middle Ages these powers 
were called demons. We call them instincts. 
The difference in terms is of little moment. 
. .. True, we can rear the structure of con- 
sciousness on the volcanic ground of the un- 
conscious. We can live and act in this struc- 
ture, but we can never feel secure. And what 
is worse, we can never feel free and content. 
In a thousand circuitous ways the repressed 
instincts influence our conduct, disturbing, 
arresting, and producing disease .. .” 

Bjerre rejects this pessimistic view of 
psychic life. Analytic experience as well as 
life experience shows that there are “useful, . 
creative, life-affirmative forces at work in 
the unconscious. Dreams are one of their 
most important expressions.” 

In his book Dreaming as a Curative Pro- 
cess of the Mind,‘ Bjerre deals with the clini- 
cal manifestations of this phenomenon. He 
starts by comparing our reaction to a psychic 
trauma with that to a physical trauma: A 
man is being insulted. Immediately a re- 
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action sets in. Even if no movement, no 
word, not even a change of color betrays 
what is happening within him, unconscious 
forces are mobilized to neutralize the effects 
of the insult. The psychic trauma exerts an 
effect on the psyche analogous to that pro- 
duced by the physical trauma on the body. 
If a splinter gets under one’s fingernail, one 
immediately takes consciously planned 
measures to remove it. Simultaneously, how- 
ever, spontaneous natural forces are being 
mobilized, entirely independently of our 
conscious intentions, to stop the bleeding, 
prevent infection and promote healing. 

Constructive forces exist in our uncon- 
scious, the action of which is similar to the 
activity of the artist who creates a poem, a 
symbol, a drama, or a painting from the 
accumulated abundance of chaotic material. 
This creative process, which leads from 
chaos to integration, from death to renewal, 
also takes place in the act of dreaming. 
Dreams have a definite “biologic-synthetical 
function,” the main goal of which is the 
“assimilation” of emotional experiences. 

The tension of being awake keeps our 
attention fixed upon matters which pre- 
occupy us at the moment. During the relaxa- 
tion of sleep, our perspective suddenly 
widens, and we become aware of feelings 
and experiences which had been ignored or 
repressed. Of special curative significance is 
the unlocking and recapturing of the vital 
sources of the past. 

In the dream the conflict between past 
and present, between death and renewal, 
becomes intensified. Therefore we often 
meet symbols of death and of renewal side 
by side in one and the same dream. 

The curative process of dreaming leads 
the patient through twelve successive stages 
of emotional development. These are not 
sharply separated from each other but may 
merge in every single dream. The dream 
process starts with: 


1. CREATIVE FoRMATION 
(“GEsTALTUNG” ): 
Here the dream provides the dreamer with 
a symbolically condensed picture of himself 
or of his basic conflict. This self-presentation 
may already be accompanied by a feeling 
of liberation. To be confronted with one’s 


real problem is a helpful experience and the 
prerequisite for a constructive solution. 


2. CONNECTING: 


Here the dream actualizes more or less 
“forgotten” experiences of the past. This 
process takes place not to repeat them pas- 
sively (in a “repetition-compulsion”), but 
to connect them actively with the present 
and to promote the growth of the individual. 

Connecting has two functions: The first 
is to.draw unintegrated experiences of the 
past into the “stream of life” and to work 
them through. The second is the actualizing 
of constructive experiences of the past, to 
overcome repressions and inhibitions of the 
present. 

(This mobilization of constructive experi- 
ences of the past in dreams becomes a highly 
valuable therapeutic factor in the analysis. 
Nothing is more encouraging for the patient 
than to be made aware of the existence and 
activity of constructive sources in himself.) 


8. AWAKENING: 


“Awakening” here refers, as Bjerre states, 
not mainly to the awakening of repressed 
sexuality. This is too limited a goal. The 
patient must be awakened to a deeper aware- 
ness not so much of his instincts as of his 
individuality, his “better self” (we would 
say: his “real self”) and the meaning of his 
life. 

In this group of awakening dreams, Bjerre 
includes dreams which warn the patient 
against an imminent danger. He focuses on 
dangers coming from the outside, from 
others, whereas we often observe thera- 
peutically significant dreams which warn the 
dreamer against danger originating within 
himself—from his own neurotic trends. 


4. DECISION: 


In dreams of this type a decision is made 
between two alternatives. One is accepted 
as reality while the other is rejected as im- 
possible. (We would say: The decision is 
made between a neurotic and a healthy at- 
tempt at solution. ) 

Bjerre states correctly that important de- 
cisions in our lives are made not by submis- 
sion to the supreme court of a superego, but 
guided by the constructive forces in our- 
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selves. Dreams of the decision type some- 
times assume a predictive character. (We 
would explain this with the fact that they 
reveal to the dreamer significant character 
trends which mould the pattern of his life 
and make his “fate.” 

The next three stages—Objectivation, Sepa- 
ration, and Negation—have the function of 
“eliminating the non-assimilable material.” 
Emotional life, according to Bjerre, is pos- 
sible only when the past dies off and we can 
free ourselves from the dead. The old con- 
cept of repression is seen as misleading be- 
cause it does not distinguish between the 
repression of more or less destructive in- 
stincts and the repression of constructive 
forces in ourselves, caused by prejudice and 
emotional confusion. 

This concept—that constructive forces (we 
would include here: affection, healthy self- 
assertion, the wish for self-realization) are 
also often repressed in the neurotic—is clini- 
cally highly significant and in agreement 
with Horney’s constructive theory of neu- 
rosis. 

The first stage of the psychological elim- 
ination process is that of: 


5. OBJECTIVATION: 


Some unhealthy part of ourselves becomes 
disconnected. It acquires the quality of a 
detached object and can now be treated as 
such. Alcoholics in their dreams frequently 
meet drunkards in the street. According to 
Bjerre, that means they objectivate their 
urge to drink and try to separate it from 
their selves. As long as they are helpless 
victims of their urge, they are, as it were, 
identical with it. By the objectivation in the 
dream, this identification is being dissolved. 
The “alcoholic self” and the “real self” be- 
come separated, and the final. break between 
them becomes possible. 


6. SEPARATION: 


This stage of the dream process reflects 
the attempt to free oneself from a disturbing 
or painful experience. In the language of the 
dream, this is often expressed by placing the 
disturbing person or factor at a proper dis- 
tance or by removing oneself from it. 

Bjerre here includes dreams in which we 
create a distance between ourselves and a 


person toward whom we feel hostility by 
tearing our enemy down and elevating our- 
selves to a grotesque degree. From our view- 
point of character analysis, we would evalu- 
ate such a dream in rather different terms: 
not as a step in the direction of emotional 
health, but as the expression of a neurotic 
need for vindictive triumph and self-glori- 
fication. 


7. NEGATION: 


This stage represents the climax in the 
phase of elimination. “What is dead has to 
be buried. Where the past is in the way of 
the future, the past has to be overcome.” 
The death of those elements which have to 
die is often symbolized by pictures of vio- 
lence. The dream pushes somebody down 
an abyss, has him witness an execution, 
drowns him with his ship in the ocean or 
kills him in a train or car accident. 

Dreams of this type are therefore not 
always expressions of violence, aggression, 
or sadism. They often symbolize the death 
of emotions which deserve to die. The death 
of a person may represent the death of an 


‘unhealthy emotion in us which was con- 


nected with that person. (We would say: 
the end of a neurotic relationship—for exam- 
ple, of a morbid dependency. ) 

The successful negation of life-inhibiting 
(we would say: retarding) forces is often 
accompanied by an ecstatic experience of 
increased vitality and liberation. The past is 
no longer in the way, and the road is now 
open for the future. Dreams which reflect 
this experience are included in the next 
stage, that of: 


8. Upuirt: 


In dreams of this type we feel the wall dis- 
appear which lies between ourselves and our 
goal. Perspectives are opened up which had 
been invisible before. Uplift dreams are 
sometimes induced by the elevating effect 
of a great work of art. 

This constructive state of uplift must be 
distinguished from the by-no-means con- 
structive state of pseudo-ecstasy which one 
tries to induce in oneself artificially if one 
suffers from the impact of depressing emo- 
tions. This pseudo-ecstasy represents merely 
an attempt to escape from truth and reality 
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and serves a need for emotional intoxication 
seen most characteristically in the alcoholic. 
He feels at the same time the need for the 
uplift and his incapacity to reach it by his 
own effort. I have observed dreams of this 
pseudo-ecstasy type in detached patients 
with strong tendencies to living in imagina- 
tion after traumatic or humiliating experi- 
ences or after analytical sessions which had 
brought insights still too difficult for the 
patient to accept. 

The liberation from the paralyzing past 
may take various forms. An important phase 
is the next siage: 


9. IDENTIFICATION: 


We are inclined to identify ourselves, 
Bjerre states, with the human being who has 
suffered more than we have or who is 
stronger than we are. We need the experi- 
ence of an inner community with personali- 
ties who become symbols of our own growth. 
The dream often uses historic personalities 
to express emotional drives of the dreamer 
among which Bjerre especially emphasizes 
the drives for power, glory, and recognition. 

This mechanism of identification, in my 
opinion, has by no means always a construc- 
tive significance. Authorities appearing in 
the dream are often still crystallizations of 
neurotic trends and of neurotic attempts at 
solution. Their real significance has to be 
found in each individual analysis. The ap- 
pearance of Franklin D. Roosevelt in some 
of my patients’ dreams symbolized the need 
of dependent persons for a trust-inspiring, 
benevolent authority but sometimes also the 
constructive feeling: One can be paralyzed 
and yet be great and fully recognized. 

The dream work gradually reaches the 
goal of assimilation in the last three stages. 


10. RE-EVALUATION: 


To a new experience requiring a radical 
readjustment, we often respond first with 
defense and anxiety. We do this even if it 
concerns a basically good and constructive 
experience. A woman afraid of pregnancy, 
as though it were a terrible catastrophe, may 
later experience it as a liberation of her 
deeply hidden feelings and as a genuine 
growth of her personality. Re-evaluation 
leads to the achievement of a new perspec- 
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tive. What appeared dangerous before, now 
appears conquerable. What appeared bad 
and caused (neurotic) guilt feelings is seen 
in a new light and the guilt feelings vanish. 
The stimulus for such a re-evaluation dream 
frequently comes from a remark the analyst 
has made or an insight the patient got dur- 
ing the analytical hour. 

An important type of re-evaluation is the 
relinquishing of a scapegoat which one has 
blamed for all the misfortunes of one’s life. 
This may be very painful at first, but the 
pain is not in vain. We would call this phe- 
nomenon the giving-up of an externalization 
which blocks the road to any constructive 
change. 

Re-evaluation is not enough. The pain 
often remains after the sting has been re- 
moved. A more penetrating process has to 
follow. It is the stage of: 


11. TRANSFORMATION OF FEELING 
(“UMstimMunc’ ): 

Bjerre considers this stage the center of 
his entire concept. The transformation of 
feeling may take place slowly, step by step, 
or in a split second. Traumatic experiences, 
such as conflicts with the parents which 
created deeply repressed hostility, may re- 
main unassimilated for years—therefore in 
urgent need of this transformation of feel- 
ing. The overcoming of such old hostility 
may be symbolized by dreams in which old 
tensions with the father reappear and be- 
come resolved. (We would say: dreams in 
which the patient's relation to authority is 
freed from ambivalence and compulsive ele- 
ments. ) 

Bjerre’s description of the transformation 
of feeling corresponds most closely to the 
phenomenon of a basic emotional insight, in 
contrast to a merely intellectual understand- 
ing. The result is a lessening of the aliena- 
tion from our real selves which makes pos- 
sible a genuine acceptance of ourselves and 
of others. 

The last stage of the dream process is that 
of: 


12. ASSIMILATION: 


We have undergone an experience diffi- 
cult to assimilate. We obtained insight into 
feelings not understood before. Assimilation 
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is more than either acceptance or negation. 
We may accept an experience out of clever- 
ness and opportunism, but then it remains 
in us like an encapsulated foreign body. 
Emotional assimilation requires sacrifice, the 
giving up of something which previously 
possessed a special value for us. (We would 
say: the giving up of our idealized image, 
of our neurotic claims and neurotic goals. ) 
Characteristic of successful assimilation is 
the fact that the assimilated experience 
enters the “stream of life” so completely that 
it no longer interferes with the process of 
inner renewal. 

Bjerre’s concept of assimilation comes 
closest to what we would call “integration.” 
But his whole concept is too much con- 
cerned with the assimilation of traumatic 
experiences and not with the integration of 
the patient’s character structure. Nor does 
his goal of assimilation include the capacity 
to form healthy interpersonal relationships. 
Among examples of successful assimilation, 
he mentions people who became able to live 
in a state which we would describe, at its 
best, as “successful detachment.” 

An attempt to compare Bjerre’s stages in 
the dream process with our own concept of 
the dynamics of dreams follows: 

1. Creative formation—presentation of self 
and basic conflict. 

2.-4. Connecting, awakening and decision 
—stages in the mobilization of the construc- 
tive forces; beginning of awareness of the 
real self. 

5. Objectivation—gaining insight into the 
neurotic structure. 

6. Separation—confrontation of the neu- 
rotic and the real self. 

7. Negation—overcoming of the retarding 
forces. 

8. Uplift—feeling of inner liberation. 

9. Identification—lessening of the aliena- 
tion from the real self. 

10. Re-evaluation—giving up of external- 
izations. 

11. Transformation of feeling—emotional 
insight; moving of “center of gravity” to self. 

12. Assimilation—giving up of neurotic 
claims and neurotic goals; genuine self- 
acceptance; integration. 


CriticaL EvALUATION 

Bjerre’s work represents a significant con- 
tribution to the development of dream inter- 
pretation: 

1. It emphasizes the existence and activity 
of constructive forces in dreams. 

2. It overcomes the wish-fulfillment con- 
cept, the sex-centered orientation, and the 
static quality of symbolism contained in 
earlier dream theories. 

8. It considers dreams as attempts at solu- 
tion. But our goal is a concept of dreams 
which forms an integral part of a dynamic 
psychology of the total character structure 
and which permits the most constructive use 
in psychoanalytic therapy. From this holistic 
viewpoint, Bjerre’s concept still suffers from 
several basic deficiencies: 

1. His one-sided emphasis on the curative 
forces gives his system a teleological and 
vitalistic aspect. Dreams are neither exclu- 
sively neurotic as Freud assumed nor exclu- 
sively curative as stated by Bjerre. Freud,° 
consistent with his concept that everybody 
is involved in the conflict between instincts 
and ego and that the dream is an expression 
of this ubiquitous conflict, states: “The 
healthy man, too, is . . . virtually a neurotic. 
But the only symptom that he seems capable 
of developing is a dream.” 

While Freud considers the dream a neu- 
rotic symptom even in a healthy individual, 
Bjerre sees it as a symptom of health in the 
neurotic. Both concepts are one-sided. Con- 
structive forces moving toward health and 
retarding forces striving to maintain the 
neurotic pseudo-structure are both active in 
him. Their interplay finds its expression in 
dreams. Only this dialectical concept enables 
us to make constructive use of dreams in 
analytic therapy. 

2. Bjerre over-emphasizes the role of the 
past. He sees the conflict as one between the 
past and the present. The past, however, 
enters the conflict not as the past, but as a 
dynamic emotional force which is part of the 
present. Only the analysis of this dynamic 
factor opens the way to a constructive solu- 
tion of the conflict. 


8. Bjerre’s therapeutic goal remains 


*Freud, General Introduction to Psychoanalysis, 
New York: Garden City Publishing Co., 1920. 
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limited. It is the assimilation of traumatic 
experiences, not the integration of the char- 
acter structure. But while the traumatic 
experience originally contributes to the 
formation of the patient’s neurotic character 
structure, it is this same character structure— 
not the traumatic experience—which later 
acts as a constantly traumatizing factor in 
the patient's life. 

4. The dynamic concept of a total char- 
acter structure, which is missing in Bjerre’s 
system, provides a reliable therapeutic basis 
for the interpretation of dreams. 


DREAMS AND CHARACTER 


The close connection between character 
and dreams was observed with remarkable 
clarity by Schopenhauer‘: 

“In dreams a hidden force directs all 
events. ... This force basically cannot be any 
other than our own will which, however, in 
this case does not enter our consciousness. 
- ... In his dreams everybody acts in complete 
agreement with his character.” 

We see the neurotic character structure 
today no longer as the inevitable result of 
instinctual conflict but as the manifestation 
of a distorted emotional growth. In an emo- 
tionally healthy environment, a strong, solid 
self grows—to form later the core of a free 
and spontaneous personality able to realize 
its potentialities and to relate itself construc- 
tively to others. In the poor soil of an un- 
healthy emotional environment—unhealthy 
due to lack of affection, to rejection or hu- 
miliation or due to over-protection with 
over-expectations and favoritism—only a 
weak self is formed. As a defense against 
basic anxiety, it develops compulsive neu- 
rotic trends and an unreal idealized image. 
This defense structure, built up for emo- 
tional survival and for protection against the 
inner conflict, represents the pseudo-self. 
The neurotic becomes more and more alien- 
ated from his real self, the only source of 
true strength and growth. 

Two sets of forces operate in the neurotic: 
(1) retarding forces, which act to maintain 
the status quo of the pseudo-self, paralyze 
the real self and create hopelessness; (2) 


*Schopenhauer, Parerga und Paralipomena, 
Leipzig: Brockhaus, 1850. 


constructive forces, which strengthen the 
real self. They lessen anxiety and compul- 
siveness, gradually loosen the rigid defense 
structure and free the energy—which was 
bound in it—for constructive growth. 

Having lived with his neurotic structure 
for years, the patient experiences his neu- 
rotic pseudo-self in spite of all pain, fatigue, 
unhappiness and psychosomatic symptoms, 
in spite of the impoverishment of his whole 
personality, as the only available self. The 
imitation of life which he lives is the only 
life of which he can conceive. 


DREAMS—THE PACEMAKERS OF 
CONSTRUCTIVE FORCES 


It is often in dreams that the patient first 
becomes aware of the existence of another, 
healthier self within him which, however 
weak it is now, can grow; and of another, 
healthier life which, however far away it 
may now appear, might be realized. Thus 
dreams often become the pacemakers of the 
constructive forces. 

Dreams may be considered as attempts at 
solution of inner conflict. Kelman’ showed 
how in the course of analysis neurotic and 
irrational attempts at solution change into 
healthy and constructive ones. 

Even before dreams reflect definite at- 
tempts at solution, they may fulfill a highly 
constructive preparatory function. One 
group of dreams, occurring often in the be- 
ginning of the analysis, presents the self and 
the basic conflict. 

These dreams, resembling those of Bjerre’s 
stage of “creative formation,” give us a sym- 
bolic, condensed picture of our feelings 
about ourselves: how we inflate or devalu- 
ate ourselves; our relationship to others; our 
self-effacing or vindictive trends; the pre- 
carious situation into which we have ma- 
neuvered ourselves. They often dramatize 
our basic conflict or one aspect of it. 

Bringing us face to face with our unhealthy 
status quo, such dreams pose the problems 
which confront us and make us aware of the 
need for change. They often show the self- 
defeating effect of neurotic trends: 

A vindictive patient dreams of driving a 


"H. Kelman, “A New Ai h to Dream In- 
.» Vol. IV, 1944. 
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competitor in front of him towards a wire 
mattress which is electrically charged; how- 
ever, not the competitor receives the shock, 
but the dreamer himself. 

‘A compliant girl, who for years had en- 
joyed the benefits derived from an extreme 
dependency on her mother, dreams: “I am 
a guest in a friend’s home. I am sitting in the 
kitchen. There is a huge statue of a woman 
and my friend tells her to serve coffee. She 
does so and even takes the garbage out into 
the hallway. I exclaim: ‘Isn’t this a marvelous 
gadget!’ At this moment, the statue falls on 
me and almost crushes me.” 

A man who has lived almost exclusively in 
his imagination with a grandiose idealized 
image and has tried to avoid any active re- 
sponsibility which might have endangered 
his image, dreams: “I give my penis to my 
wife and feel relieved by it. While she holds 
it in her hands, I see it wither. I become 
afraid that it will no longer be useful when 
I want to put it back again on myself.” At 
the time of the dream, the patient recog- 
nized the self-defeating impact of his irre- 
sponsible, passive-dependency attitude. 

A more dynamic type of self-presentation 
dream dramatizes the conflict by showing a 
split image: real self versus pseudo-self. 
These dreams usually occur later, in the “in- 
between” stage of the analysis in which the 
patient already realizes that the status quo 
has become untenable but cannot yet see the 
way to constructive change. The juxtaposi- 
tion of the two selves often leads to still 
rather mechanistic attempts at solution 
which consist in the removal or killing of 
the pseudo-self. Such dreams, corresponding 
to Bjerre’s phase of elimination, are partially 
constructive because they evidence the fact 
that the picture of his neurotic pseudo-self 
is crystallizing in the dreamer. 

An artist who lived a life based on the 
claims of “a man of distinction” and on suc- 
cess derived from Hollywood glamor dreams 
that it is his unavoidable duty to shoot 
Humphrey Bogart. He does it in the dream 
without any strong emotion. He has recog- 
nized that on the way to his real self he must 
get rid of “the Bogart within himself.” 

The fact that constructive forces are be- 
ginning to overcome the retarding forces of 
inertia and hopelessness finds expression in 


dreams which show that growth and change 
are possible. Such dreams are accompanied 
by a sudden decrease of anxiety because 
they reflect the insight that there exists a 
way out of the neurotic dilemma. They may 
consist of nothing more than a general pic- 
ture of growth: 

A patient who was very skeptical about 
the possibility of inner change dreams about 
a tulip and adds: “The interesting thing 
about this plant was its power of regenera- 
tion.” 

Or such a dream may dramatize the pro- 
cess of change itself: 

A patient, who because of strong depend- 
ency needs has shirked all active responsi- 
bility and has led an extremely passive life, 
experiences the limitations of his status and 
the change in the analysis in the following 
dream: “A blind colored man is kept in prison 
with his legs chained together. He lives a 
not too unhappy, but very restricted life. 
One day he becomes seriously ill and has to 
be taken to the doctor. He is stretched out, 
face down, on a table. The doctor gives him 
a sort of osteopathic treatment, explaining 
as he does so that he is reviving and loosen- 
ing up certain muscles. As the treatment 
continues, the prisoner grows lighter in 
color, his sight comes back to him, and he 
becomes me. I felt free.” 

This dream still reflects a magical and pas- 
sive concept of analysis. But the patient sees 
the impoverishment of his life by the neu- 
rosis. He experiences that change is possible, 
that a prisoner can become free and a blind 
man regain his sight. Thus the dream ex- 
presses and stimulates hope. (Incidentally, 
the use of the change of color as a symbol in 
the dream reveals that even our unconscious 
emotions are not immune against cultural 
conditioning. ) 

The most important constructive inner 
change, the lessening of the alienation from 
the real self, is often reflected in a dream 
and may actually be set in motion by it. 

A woman under the pressure of a perfec- 
tionistic idealized image has become filled 
with violent self-contempt and is severely 
alienated from herself. She has rejected her- 
self to the degree of making several suicidal 
attempts. She resents being a woman and 
she rejects “body and sex.” At the mere men- 
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tion of these words during the analysis she 
displayed strong reactions of disgust. Now 
she dreams: 

“I was beside a crib in which lay a little 
girl who was just waking up. I had a very 
strange feeling. I loved her very much and 
it did not frighten me. I picked her up, held 
her and loved her. I asked her whether she 
had wet her bed and she said she had not. 
But I felt it would not make any difference 
to me whether she had or had not. I took 
her into the bathroom, and there she started 
to urinate and she filled a big pot just to the 
brim, which was remarkable. I kissed her 
all over, from the forehead down to the lower 
body and finally on the sex organs. A year 
ago I would have wanted to kill her because 
she was a girl. I would have felt horrified 
and disgusted. But she had a lot of person- 
ality. Passive but quite outgoing. I had a 
new feeling of happiness.” 

The feeling of happiness which the patient 
has in this dream reflects that basic emo- 
tional change which Bjerre calls “transforma- 
tion of feeling.” The love which she feels 
for the girl, even if she has been “bad,” shows 
a lessening of the extreme demands she made 
on herself. That the girl “fills the pot just to 


the brim” still shows remnants of her per- 
fectionism. But her kissing of the girl’s body 
“down to the sex organs” indicates the be- 
ginning acceptance of “body and sex.” Her 
acceptance of the child “although she was a 
girl” and her statement that “she had a lot 
of personality” makes this dream a pace- 
maker on her road to a genuine acceptance 
of her real self. 

In dreams dealing with the analytical 
situation we can also observe the work of 
the constructive forces which change the 
patient’s role from a passive to an active one. 
Dreams in which the patients see themselves 
lying on the operating table, leaving the 
doctor’s office with small laundry slips at- 
tached to their clothing as though they had 
just left the laundry, as docile pupils in a 
classroom or as resentful inmates of a prison 
later change into dreams in which the patient 
becomes the analyst’s active partner in the 
analytic process. It is of decisive therapeutic 
significance to know that there are construc- 
tive forces available even in the severely 
neurotic patient. It is the task of the analyst 
to mobilize them. In this process of inner 
liberation and real growth, dreams are 
among our best helpers. 
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CHILD ANALYSIS AND HORNEY THEORY 
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I" this paper I wish to regard child ana- 

lysis within the framework of the Horney 
theory. While the spirit of that theory is of 
greatest importance for the treatment of all 
patients, it has specific positive value for 
work with children. A full critical evaluation 
of other psychoanalytic approaches will not 
be made, although some comparisons with 
Freudian theory and method will be in- 
dicated. 

Some special problems arise in the treat- 
ment of children. The first is that the deci- 
sion to seek analytic help does not come 
from the child, but rather from the parents 
or some other authority such as the school 
or the Children’s Court. This would seem to 
make the child a pawn, the object of co- 
ercion. It has been pointed out that the child 
rarely suffers from his neurosis—rather it is 
the environment that is disrupted by the 
child’s illness. Because of this, it is felt that 
motivation for cure is absent, and the ana- 
lyst is deprived of a valuable ally. 

The second problem is that the child, par- 
ticularly the young child, does not as a rule 
have a facility with words, nor the capacity 
for conceptualizing or connecting ideas in 
verbal form. This is less true with adolescents 
or with certain children whose language 
precocity may be the expression of a mental 
development precipitated by inner conflicts. 


A third problem is the child’s refusal or 
inability to associate freely. He seems to lack 
an interest in self-examination and the ability 
to observe his thoughts for subsequent 
evaluation. Thus the analyst is deprived of 
an important investigative tool. Fourth, chil- 
dren tend to act out, to be more expressive 
manually or physically. This means that in 
the course of analysis, the tendency to ex- 
ternalize difficulties and to take direct action 
on the environment would diminish intra- 
psychic tension. 

The child’s realistic dependence on adults 
for his very existence adds a fifth problem 
to the treatment situation. Because of the 
still existing parent-child relationship, an- 
other important therapeutic tool in classical 
Freudian analysis is absent—the develop- 
ment of a transference neurosis, whereby 
the child projects his unconscious fantasies 
to the analyst. Anna Freud states, “The child 
is not .. . ready to produce a new edition of 
its love relationships . . . the old edition is 
not yet exhausted.”* 

These problems have been raised in one 
way or another by many analysts. I want to 
add a seventh, which I believe to be a prob- 
lem for certain rationalistically oriented 
therapies—the child’s greater responsiveness 
to feelings. An example of this is seen in 
infants who cry with certain adults and not 


Read before the Association for the Advancement of Psychoanalysis at the New York Academy of 


Medicine, April 27, 1949. 
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with others. The former are usually indi- 
viduals who carry with them an atmosphere 
of tension, strangeness, hostility which the 
child senses, even though other adults do 
not. 

The following discussion of certain aspects 
of our approach indicates how some of these 
problems are met and how others do not 
exist for us. 


SIMILARITY OF ADULT AND CHILD 


Many of the above problems are also seen 
in adults to some degree. One reason they 
might not be so pronounced is that they may 
be overshadowed by intellectualizing and 
sophistication. Take, for example, the acting- 
out problem. The perfectionistic individual, 
who must correct every fault when one is 
revealed, often goes to extremes to change 
his behavior. One patient who began to see 
her difficulty in establishing close personal 
relationships immediately joined a club, got 
a boy friend and was engaged to marry be- 
fore another aspect of her neurosis caught 
her up. Is this different from the ten-year- 
old boy who discovered a similar lack in 
himself and promptly announced to his par- 
ents that he was going to camp, at the cost 
of a severe attack of anxiety? Or a younger 
boy of five who discovered that it was all 
right to disagree with an adult and began 
monotonously to challenge all people who 
held opinions? 

With the question of decision and motiva- 
tion for treatment, one finds that the adult 
comes into analysis for many reasons which 
include real suffering and a healthy desire 
for growth. However, pride—particularly 
when it is hurt by the failure to accomplish 
quite unrealistic ends—is a frequent motive 
for seeking help. It is this in the foreground 
which at least brings him to the session in 
which other healthier motivations can be 
freed for constructive work. In the case of 
the child, the parent often operates as his 
pride. 

Similarly, the problem of realistic depend- 
ency on externals, difficulty in verbal com- 
munication and so-called free association are 
present to some extent in adults. The sensi- 
tivity to certain feelings is likewise seen in 
adult neurotics, who often are very alert to 
slight changes in the emotional atmosphere, 


even if these have no connection with them. 

I have gone into some detail here not so 
much to break down the barrier that has 
been raised, sometimes too rigidly, between 
children and adults, but, on the contrary, to 
emphasize one of the positive aspects of our 
approach: we recognize the essential one- 
ness characteristic of all human nature. At 
the same time, our respect for the human- 
ness of the individual leads us to the recog- 
nition of differentness—the of 
possibilities which exist in every act of the 
person. We are primarily interested in the 
particularity of the individual, in his special 
way of achieving inner unity, the specific 
value he puts on a trend. 

By our interest in the child’s point of view, 
we imply that he, too, has an individual 
viewpoint. The child, then, is not the reposi- 
tory of raw instincts and the vessel that con- 
tains impulses to be curbed, sublimated, 
socialized. He is not a small edition of a man, 
nor merely the seedling of later neurosis. He 
is rather a person, a real one, worthy of all 
the respect and dignity one human being 
can offer another. This indicates not merely 
a concept about human nature, but a spirit 
of respect for individuality and acceptance 
of the person as a being in the community 
of human beings. The neurotic is not only 
torn and pushed around by his own compul- 
sive trends, he is not only diminished in his 
own eyes by his self-contempt; but he also 
actually may be coerced and devalued by 
his external world. This is particularly true 
of the child. The spirit of our analytic rela- 
tionship often brings the first consistent re- 
spect for him as a person. For this we must 
know the individual’s values and needs, 
whether healthy or neurotic, in order to help 
him nurture the healthy. Therefore nothing 
is trivial, no observation is meaningless, no 
interest of the child is without value. 

To illustrate: A 15-year-old boy early in 
analysis started the hour by saying nothing 
bothered him, but he knew I didn’t seem to 
mind his talking about his interests. He was 
still a little apologetic as he began to tell 
about the boxing profession. I learned what 
he knew of Stillman’s Gymnasium, about the 
“fix” in the fight business, about has-beens 
and trainers. I began to recognize some as- 
pects of himself on which he might be inter- 
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ested to work. I remarked that he seemed 
to be siding with the underdog, but also 
seemed to be compelled to qualify his con- 
demnation of the authorities to an extent 
which made it hard to see on which side he 
really was. This was presented to him as a 
possibility, acknowledging that here was not 
a simple bundle of instincts but a complex 
individual with multiple aspects. This boy, 
whose behavior toward authority was re- 
bellious, whose real experience with adults 
contained coercion, and who was virtually 
paralyzed by threatening inner dictates, at 
last met interest. More than that, he was en- 
listed in learning the meaning of himself. 
His response was to bring further evidence 
of this tendency in a number of different 
areas. We had broadened and deepened our 
mutual experience and raised a valuable 
area to awareness for further analysis. 


PaTIENT-ANALYST RELATIONSHIP 


Classical analytic theory and method em- 
phasize the development of a transference 
neurosis as an essential for analyzing. Anna 
Freud? holds that this is not possible with 
children, whereas Melanie Klein® also within 
the framework of Freudian theory holds that 
a transference neurosis does develop in treat- 
ment. This imposes upon the analyst the 
need, as much as possible, to be a tabula 
rasa on which the neurotic projects his un- 
conscious fantasies. We are not interested in 
the question as to whether the child can or 
does develop a transference neurosis but in 
the establishment of the patient-analyst rela- 
tionship. This is the relationship between 
two persons engaged in a particular activity. 
The analyst is interested in helping the pa- 
tient to realize his self. To accomplish this 
he must be not a blank page but a whole 
person, possessed of particular knowledge 
and willing to use his knowledge and him- 
self for the relationship. This attitude has 
certain very positive values for the work 
with children. Because of the acting-out 
propensities of the child, a factor which 
represents one aspect of a natural capacity 


*Freud, Anna, op. cit. 

*Klein, Melanie, The Psychoanalysis of Children. 
London: Hogarth Press, 1949. Cf. “Symposium on 
Child Analysis” in Contributions to Psychoanalysis, 
1921-1945, London: Hogarth Press, 1948. 
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prominently utilized by both healthy and 
neurotic children, any approach which en- 
joined inactivity on the analyst would be 
sorely out of place in a session with a child. 
Since the original work of Hug-Helmuth‘ 
and the later elaboration by Melanie Klein 
and David Levy,° play materials have been 
stock equipment for child analysts—to pro- 
vide means of expression for the child which 
would compensate for the verbal handicap 
to free association. : 

In Levy’s hands they also became tools to 
facilitate abreactions. We, too, find materials 
of this kind valuable to gain associative data, 
but they have another value for the patient- 
analyst relationship. Thus, not only are 
blocks, painting equipment, doll figures and 
furniture used, but games and equipment 
for carpentry and other handicrafts. And, 
what is of considerable importance, all these 
materials are within reach for children of 
all ages and facility. The significance of 
the handicraft materials and games for the 
patient-analyst relation is that the analyst 
can involve himself when necessary in co- 
operative or competitive activity. For exam- 
ple, in one session a preadolescent boy sug- 
gested we play a game of Jacks. I was not 
as proficient as he. Nonetheless we played 
and talked about the game throughout the 
hour, he the teacher and I the student. The 
important effect of this for the relationship 
couldn’t be better phrased than in the boy’s 
own words: “You know, most people would 
be awfully bored when they were in a game 
they couldn’t play so well, but not you.” For 
a boy whose current outstanding difficulty 
is the problem of establishing personal rela- 
tionships, the experience in the game and 
its further interpretations opened a profit- 
able avenue for exploration. 

The unwillingness or inability of the child 
to associate freely has been mentioned. The 
emphasis has usually been placed on the 
intellectual, thinking aspect of free associa- 
tion, and the analyst has been chary of be- _ 
coming a further distraction to the free flow 
of thought. One of the consequences is to 


*Hug-Hellmuth, H., “On the Technique of Child 
Analysis,” International J. of Psychoanal., II, 287, 
1921. 

*Levy, David, “Release Therapy in Young Chil- 
dren,” Psychiatry, I, 3, 1988. 
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minimize questions by the analyst, even if a 
question would clarify a great deal for the 
patient. Our approach recognizes that the 
patient is always himself, in the broadest 
sense, and is always expressing himself. His 
expression may be verbal or physical, and it 
is always in relation to someone or something 
else. Whether the child talks or plays, and 
whether the analyst sits or participates more 
actively, a flow of communication of some 
order always obtains. If the child can be free 
and frank, what he expresses will be so. If 
his neurotic trends or those of the analyst 
impose compliance, or compulsive aggres- 
sion, this will also be material to be analyzed. 
It is the analyst's responsibility to minimize 
his own neurotic remnants in order to allow 
full expression of the child’s needs. The fact 
that a child starts to play a game with the 
analyst, then turns to a solitary game at the 
opposite end of the room, and finally begins 
to gaze desultorily out of the window pro- 
vides the same material as though he were 
on the couch associating to his relationship 
with his mother, then to a flash thought of a 
walk alone in the woods, and finally to his 
indecisiveness about where to go on his va- 
cation. 

The so-called educational role of the ana- 
lyst has been one of the points of difference 
between Anna Freud and Melanie Klein.® 
According to the former the analyst must 
play the role of educator in order to keep 
the child’s acting out within bounds. This 
is necessary because of her belief that the 
child’s own so-called superego controls are 
weak. Therefore, the analyst as educator 
must step into this role on occasion. In op- 
position to this view, Melanie Klein holds 
that the analyst, as educator, actually inter- 
feres with the process of therapy. In criticiz- 
ing Anna Freud, she says that the former is 
so interested in maintaining a positive rela- 
tionship with the child that acting out with- 
in the hour is minimized, and the child must 
let go outside. 

Margaret Mahler,’ an adherent of Anna 
Freud’s views, goes even further in this ques- 
tion of the analyst’s role as educator. She 


"Klein, Melanie, op. cit. 

™Mahler, Margaret, “Child Analysis,” in Modern 
Trends in Child Psychiatry, edited by Lewis and 
Pacella, International Universitiees Press, 1945. 
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states that the analyst himself should not 
have educational values too different from 
those of the parents in order to spare the 
child undue confusion in his identifications. 


EpucATIONAL ROLE 

Our attitude toward this question of the 
educational role of the analyst resides in our 
emphasis on the patient-analyst relationship, 
in our attitude toward moral values, and in 
our conception of the neurotic character 
structure. We feel it necessary that the ana- 
lyst enter the treatment situation with his 
whole being. Through his own awareness 
of himself he strives to make available to the 
patient the healthiest kind of person to be 
related to. This in no way prevents the child 
from externalizing to the analyst his own un- 
conscious fantasies. As a person and analyst 
we have a duty to ourselves and the child to 
stand for something—consistently but not 
rigidly. Dr. Ivimey* has given explicit recog- 
nition to our interest in standing for moral 
and ethical values and has shown how the 
neurotic subjugates his values to gain a 
pseudo-unity. The values we take a stand for 
are those of being a human being, of being 
one’s real self, creatively related to others. 
To state succinctly the conception of neu- 
rosis out of which this attitude arises, one 
can cite as a prototype The Devil’s Pact. 
Here the individual, having bartered his 
soul to the Devil in exchange for glory and 
spurious living, then tries frantically to re- 
trieve it. In analytic terms the individual’s 
real self is paralyzed or markedly hampered 
by his pride-invested, conflicting neurotic 
values. The spirit and method of our ap- 
proach is then to stand with and for this real 
self against the Devil. The values of the real 
self, often unknown or unwanted by the 
patient, are nonetheless always present. It 
is part of our methodology to define and sup- 
port again and again that which is construc- 
tive and to indicate the self-destructive 
forces of the neurotic structure. There is no 
way of estimating whether our approach re- 
sults in more or less acting out. However, no 
premium is placed on the maintenance of a 
positive relationship as such. The principal 
interest in the hour is to further the progress 


*Ivimey, Muriel, “Neurotic Guilt and Healthy 
Moral Judgment,” Am. J. of Psychoanal., IX, 1949. 
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of the analysis. Here is an example from an 
hour with a four-year-old boy who in the 
midst of a quite violent outburst broke a 
window in the playroom. My attention was 
not immediately on the window, nor on the 
equally shattered toy that now lay outside 
on the street, nor on plans to effect a re- 
conciliation in our relationship. It was on 
the whole context of the hour, the segment 
of analytic work that had been going on to 
that point, and the real situation in the home 
as I knew it. In my presence, too, was a 
frightened child waiting for my next move. 
Would I criticize, blame, tell his mother in 
the waiting room? Here was the place for 
knowledge, feeling, action. I commented 
that there seemed to be something inside 
him like the boy in school he had told me of 
and for whom he had some fear. I thought 
perhaps we'd have to find out more about 
that. I also, by my manner, showed I was not 
blaming, nor had I lost interest in him. I was, 
instead, even more interested and recalled 
aloud several events of the recent sessions 
that seemed to be leading up to such an 
explosion. Maybe even a current upset at 
home was bothering him, too. I began to 
clean up some of the glass as I chatted. He 
began to help. He also added several com- 
ments wondering whether the broken toys 
could be fixed. I replied that everything 
could be fixed, even mix-ups inside ourselves, 
if we wanted to work together. The ensuing 
sessions showed a forward movement in the 
work, exemplified by more constructive 
play, a readiness to find his rights and limita- 
tions in the relationship, and a significant 


diminution in his anxiety. In this experience - 


nothing was sacrificed to preserve a relation- 
ship—which at best would have been a 
pseudo-compliant one. Instead the relation- 
ship, the verbal interpretations and the activ- 
ity, were all used to forward the analysis. 
Another illustration of the analyst in what 
might be considered the educational role 
involves an adolescent girl at an institution 
to which she had been sent by Children’s 
Court. With a mixture of defiance, fear, and 
helplessness, she bemoaned the fact that her 
five runaways in the past month would pro- 
long her commitment. Now, factually, for 
reasons of group management she had been 
deprived of some privileges, which would 


not have been sufficient to curb her. By my 
decided interest in the girl’s motivations, I 
could indicate to her that realistically life 
for her at the school could be so much more 
pleasant if she did not have to break rules. 
But of far greater moment was the fact that 
she ran away because she was restless, that 
something in her made her restless, and that 
as long as this was so, not running away 
would be difficult. I added that her stay at 
the school would not be determined by her 
runaways, but on our helping her to clear 
up the restlessness that pushed her. With 
this, the girl, who had been so defensive and 
had remained seated at some distance from 
me, unbuttoned her heavy jacket and pulled 
her chair closer. Her eyes brightened and 
softened, she visibly relaxed—and we went 
further into her quite acute suffering. All 
through this, a stand was being taken for 
some values—the child’s own self-interest 
—but no effort was made to use the rela- 
tionship to get her to conform. Another 
child, after sensing the destructive aspects in 
his aggressive behavior, became erratically 
compliant. At points where assertiveness 
would have been healthy, he remained in 
the background. At times when such pas- 
sivity might have been constructive, he ex- 
ploded. It is the analyst’s duty to define this, 
to educate the child to reality and to self- 
interest. Sometimes children confuse asser- 
tiveness with aggression, confuse seeing 
another person’s viewpoint with unhealthy 
compliance. Here again is an educational 
role, not through coercion and evoking com- 
pliance, but through defining reality, taking 
a stand for growth, analyzing. 

Out of the above conception of neurosis 
arises our attitude towards parents of chil- 
dren in analysis. The neurotic child is con- 
stantly involved in this struggle between his 
real self and his pride system and with the 
real or externalized obstacles to growth. The 
struggle is, in a very real sense, for his life. 
The parents, often neurotic, are also in- 
volved in the same struggle. There cannot 
be in such an approach a place for the atti- 
tude, “There are no bad children, only bad 
parents.” With the child and with the parents 
we take the same stand. We are interested 
in knowing the child’s background, not in 
order to reduce the differences from our own, 


42 


NORMAN KELMAN 


but the better to understand him, his reality 
and the influences which have acted on him. 

We also assume that the parent may bring 
the child for treatment out of hurt pride, but 
somewhere in the motivation is also a healthy 
interest in growth for the child as a person 
and as a symbol of the parent’s own real self. 
This is the attitude taken by the analyst with 
the child in order to show the child his own 
responsibility. This is the attitude with 
which parents are met directly in order to 
help make the child’s reality even more con- 
structive. To contrast our attitude with that 
of Melanie Klein,® who is interested only 
that the parent bring the child to the ses- 
sions, we feel that for the child, some con- 
tact with the parent must be maintained. 
And for the parent, there is the right to be 
supported and helped to understand the 
meaning of some of the acting out which 


usually accompanies every analysis of a 
child. 


GROWTH AND THE NEUROTIC PROCESS 


Our interest in growth, our concept of the 
real self are of particular value for child 
analysis. By the real self we mean the grow- 
ing, creative part of the individual—having 
an expanding and deepening feeling of the 
worth of one’s self, having oneness with 
others, yet differences. 

The neurotic process involves the real self 
in a struggle with various aspects of the neu- 
rotic character. The pride-invested neurotic 
values are always being threatened by ex- 
ternal reality, by human potentials and traits 
which are the inner reality and by the con- 
tradictions of pseudo-solutions. If the indi- 
vidual has pride invested in generosity, 
which would require that he meet every de- 
mand of others, external reality factually 
might impose contradictory requests. A tend- 
ency to move against people suddenly is con- 
fronted by compulsive compliance. The en- 

‘suing struggle may produce in the individual 
anxiety, fear, frustration, depression, rage 
directed at one’s self or others, and some 
variant of self-contempt. The feelings or re- 
actions may be so isolated from their real 
basis, appearing in situations whose externals 
are so different, the person can scarcely avoid 
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assigning them to the situation, or to some 
abstraction such as his temperament. The 
resulting feeling of disunity, or discreteness. 
being at the mercy of imponderables is in 
itself a source of further neurotic develop- 
ment. 

As this neurotic way of living continues, 
the consequence is further and further 
alienation from the real self. In its simplest 
form alienation from self is seen in a person’s 
not recognizing an accomplishment as his 
own, rather attributing it to luck or others’ 
weakness. In another way, growth may be 
felt in its negative aspect—i.e. death is nearer. 

The real self is available as long as the per- 
son lives, but the constant ravages of the 
neurotic structure pervert its energies more 
and more. To the extent that he is alienated, 
the child, as well as the adult neurotic, is 
deprived of energy with which to fight the 
neurotic values. Real-self interest becomes 
less operative as neurotic pride ascends in 
control. 

But there seems to be an advantage which 
the child has in the more ready availability 
of the real self. No one is more eager to grow 
than the child. He constantly looks at adults 
or older children with envy, and fantasies 
how things will be in the future. True 
enough, the neurotic child often is not so 
interested in the process of growing as he 
is in being grown. One twelve-year-old boy 
insisted and firmly believed that his parents 
had changed his birth certificate, making 
him three years younger than he believed he 
was. 

But in spite of this, the growth of the child 
physically and intellectually goes on, even 
though the neurotic patterns may retard it. 
The greatest damage is done in his growth 
toward deep, sincere feelings. 

The community offers graded proof of 
these aspects of growth through the expand- 
ing school program and the greater free- 
dom from parental restrictions. Intellectual 
growth, in reading for example, enables the 
child to widen his experiences. Ability to 
calculate and to manage tools adds to his 
feeling of accomplishment. True, the neu- 
rotic child sees neurotic values in these ad- 
vances. His pride may take these construc- 
tive advances and pervert them to non- 
constructive ends. But the fact remains, con- 
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structive possibilities are ever and ever open- 
ing for the child by virtue of his nature and 
his culture. . 

There is another quality which appears to 
be in the nature of the child—that is his tend- 
ency to react as a totality. The young child’s 
rage does not smolder; it bursts into flame. 
His pleasure is never tempered, but rather 
goes off in all directions. One rarely hears a 
laugh from a young child that starts from his 
lips and stays there. His is a belly laugh. This 
becomes less so as the child grows older, 
possibly as a natural consequence which 
makes other less volatile modes of expres- 
sion available. But the increased strength of 
the neurotic structure is also a factor in 
diminishing spontaneity. 

We therefore have with the child a greater 
degree of feeling and total participation in 
his reactions, and a factual increase of con- 
structive resources. In therapy, there is ac- 
cordingly a greater possibility to stand with 
ever-increasing manifestations of the real 
self against the pride. To illustrate: a young 
child who formerly took great pleasure in 
constructing with wood lost interest in this 
activity as his ambition developed to build 
intricate and unwieldly projects like a big 
boy. This required much assistance from 
adults with tools he couldn’t manage. The 
product at best gave him only a spurious 
gratification—to say nothing of the ensuing 
strained relations with the adults from whom 
he asked assistance. As we worked, as his 
anxiety lessened, the immediacy of doing a 
big job diminished. He could be persuaded 
first to find a tool he could manage, then to 
feel the value of a less ambitious project. 
And as he became able to use larger tools 
and to undertake more intricate jobs, we 
had within the structure of our mutual 
experience the direct evidence of satisfying 
growth. To arrive at this point, he had the 
use of not only manageable equipment but 
also materials far beyond his real abilities— 
although within his imagined capabilities. 
These provided opportunity to over reach 
himself, to turn toward me, and provided 
data for direct interpretation. 


The following example illustrates in 
greater detail the practical working of our 
interest in the growth process, and the con- 


necting of seemingly disparate experiences. 
A young boy of 10% who in his sessions 
verbalizes a great deal, uses play materials, 
and moves around considerably came in and, 
instead of going into the playroom, went 
into the consultation office, a place he had 
been to only once—nine months before. Here 
he sat, then wandered about the room and 
restlessly scuffed his feet. He was anxious 
and suddenly complained of stomach 
cramps. 

I commented that he had left the last ses- 
sion in some anger after an expectation was 
not fulfilled; we had what would have been 
called an honest difference of opinion be- 
tween two healthy people. He then spoke 
of a similar argument that had ensued be- 
tween himself and a friend. I recalled for 
him something I had remarked a few weeks 
ago in his play. He had arranged all the toy 
figures in couples; it happened that there 
were pairs for all but two, which were dif- 
ferent. These two which were different were 
promptly engaged in battle to their mutual 
annihilation. We remembered that this too 
had occurred on a day he had arrived late 
because he had had some disagreement with 
his mother about eating warm or cold cereal. 
I asked him if he recalled the last time he 
used this room rather than the playroom. He 
readily recalled that it was at a time he had 
expounded vigorously some point of view. 
He said he was trying to convince me about 
his opinion of his teacher, although I had not 
ventured an opinion and he hadn't expressly 
asked for it. I could then point out the pro- 
cess which emerged from his claim that all 
people agree with him. There was aggres- 
sion to the toy figures, detachment from me 
since the office was far less personal for him 
than the playroom, psychosomatic symp- 
toms, difficulty in making friends. He was 
then able to tell me the reason he had been 
angry with me. As he did so, he relaxed, be- 
came less restless, and his stomach cramps 
disappeared. I could point out the change 
from nine months ago to the present—empha- 
sizing his ability to express more openly his 
feelings in relation to me, his interest which 
enabled him to connect these different things 
and his sharing with me his feelings of re- 
lief. 

Here was the connecting as a process of a 
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number of apparently disconnected events. 
The child gained a greater feeling of unity, 
a beginning recognition that change goes on 
in him and in the relationship. As a result he 
has gained the kind of ground necessary to 
make himself a factor in his own life. 

In the next several sessions this youngster 
was lackadaisical and depressed. It was pos- 
sible to add this to the process in terms of 
his reaction to agreement with me, a blow to 
his pride in intellect and his ability to know 
everything. The significance here is that the 
connectedness of feelings and actions over 
time and in many relationships injects the 
notion of unity and change. 

This same method is used over small seg- 
ments; i.e., within the hour—in relation to 
the therapist, the materials, from one hour 
to another, from one external event to an- 
other, from a point in the past to the present— 
each time emphasizing the growth, the 
change, identifying and supporting the con- 
structive—detailing the consequences and 
ravages of the retarding. 


THE PROBLEM OF COMMUNICATION 


One of the biggest obstacles in the ana- 
lytic treatment of children is the problem of 
communication. That is why the problem of 
motivation for child treatment has loomed 
so large. Freud’® was aware of this com- 
munication difficulty when he wrote: “The 
difficulty of feeling one’s way into the mental 
life of a child makes them a particularly dif- 
ficult piece of work for the physician.” 

This attitude is a reflection of an important 
cultural fact: the tendency toward a me- 
chanistic, rationalistic conception of man. 
One can observe this in many areas of human 
relations and in the study of human nature. 
It has given rise to the comparison and at 
times identification of the child, the primi- 
tive, and the psychotic. Certainly there are 
common features within these three cate- 
gories, and indeed, with the so-called nor- 
mal civilized individual. But the grouping 
has emerged from the difficulties of under- 
standing arising out of a purely intellectual- 
istic, although a sometimes sympathetically 
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tempered, approach. In another direction 
the similarity with animals has registered, 
and many study techniques for children and 
animals are identical. More directly related 
to therapy is the veritable barrage of psycho- 
logical tests and mechanical gadgets often 
applied. While not questioning the validity 
of such tests, or their applicability and use- 
fulness in certain cases, we can see that their 
volume and indiscriminate use represents a 
confession of failure to get to the child. One 
adolescent boy who placed a high value on 
intellect and who was quite detached once 
said that I was a fool to try to understand 
his dreams because he had to translate them 
into words which I had to retranslate into 
meanings of my own. He ended with: “There 
ought to be a machine.” 

It is not infrequent to hear it said of a 
father that he was not interested in his child 
until he could talk, or even beyond that, till 
his youngster could carry on an intelligent 
conversation. One might say, too, that in 
such a situation, the child probably would 
develop little interest in such a parent. Here 
is an attitude which places little value on 
the person and a high value on the function. 

For many reasons, communication be- 
tween children and adults may be difficult. 
It is extremely difficult to carry on a very 
effective relationship from a distance; but 
the adult whose own equilibrium is precari- 
ous will find a real threat in closeness to the 
often volatile, acting-out child. This is also 
seen in the so-called “feeling type” indi- 
vidual. He takes pride in his sensitivity but 
must maintain distance in order to avoid hurt 
pride. 

Now what does this mean for the child 
analyst? Here he is confronted with an indi- 
vidual, neurotic or not, whose communica- 
tion system is not primarily verbal or con- 
ceptual but is rather one of a feeling and 
physical expressiveness. What verbalizing 
there is is often limited to the immediate 
situation. The wealth of so-called material, 
such as recollections from the past, the 
troubles in the office or at home, are lacking. 
Even with more verbose adolescents there 
is often a considerable lack of attention to 
this kind of data. In addition, to the extent 
the child is neurotic, to that extent will re- 
latedness be more difficult. It is not merely 
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that the vocabulary is different—this can be 
learned, although it can hardly in that case 
be spontaneous. But what might be the con- 
sequences for therapy if the analyst relies 
entirely on this verbal mode of communica- 
tion? 

To make this clearer, I refer again to our 
understanding of the real self. It is the dy- 
namic synthesis of our necessity and our pos- 
sibility, it is our nature which is at once be- 
ing and becoming. As we are our real selves, 
we are creative, of things, of human rela- 
tionships. When we are one with our own 
middle, our resources, our intellect, our 
strength, our accomplishments are ours— 
owned by us, delighted in by us, esteemed 
by us. As we are ourselves, we can feel our 
earth-boundness and our heaven-aspiring 
and can live creatively. Our immediate in- 
terest here is in the interpersonal relation- 
ship aspects of the real self—in the communi- 
cation between human beings. When two 
human beings are their real selves, their re- 
lationship is mutual, their intellect is in the 
service of the relationship, whether, to use 
Macmurray’s terms, the relationship be per- 
sonal or functional. Their strength and their 
wisdom are for the relationship. They enter 
the relationship with their whole selves, with 
their feeling of themselves and the other. 
This is the meaning of the human relation- 
ship. This is the goal of analysis, a part of 
which is the recognition that continual self 
analysis is essential. And why should this not 
be so when we recognize the real self as the 
relationship between limits and limitless- 
ness, and one of these limits is time. 

What situation then obtains between two 
people, one of whom is closer to his real self 
and one of whom is neurotic, to a greater or 
lesser degree alienated from his self? The 
former will first recognize in the other an- 
other human being. He will respect and 
esteem him as a person. He will feel the 
struggle of the other’s self against the tyranny 
of the neurotic structure, or he will sense 
the apathy and the hopelessness. With his 
eyes, his ears, his intellect, all in the service 
of his own self, he will delineate the various 
manifestations of the constructive and the 
destructive in the other. He will relate to 
and respect the neurotic part of the other, 
feeling its power and knowing it to be the 


enemy. A healthy person and a less healthy 
one may have a relationship which approxi- 
mates a personal one, i.e., one that has no 
purpose beyond itself. However, the fur- 
ther removed the neurotic is from himself, 
the less wholehearted can be the relation- 
ship. The neurotic enters the relationship as 
a person, but as a person divided and in- 
volved in a struggle between his real self 
and his neurotic pride. From his side he re- 
lates in whatever way he can. In so far as he 
can make contact, this is constructive. But 
his neurotic pride in most instances dictates 
the character of the contact. Consider, for 
example, the patient-analyst relationship. 
The patient, who may have considerable 
pride in being able to solve his own prob- 
lems, finds himself in the position of seeking 
help. His reaction to this may range from 
haughty arrogance to abject self-contempt. 
He may humbly comply with every one of 
the analyst’s interpretations or vindictively 
fight them. With children, from a variety of 
motives, the analyst may be confronted with 
assaultiveness, rank indifference to him and 
preoccupation with toys, unctuous polite- 
ness, elusiveness, marked dependency and 
clinging. The analyst must be able, with his 
whole self, to feel the real self through the 
neurotic character, the struggle of the child, 
and with his special analytic knowledge as 
well as his ingenuity work to support and 
strengthen the health in the child. 

What is the situation if the analyst is him- 
self alienated to some degree? The relation- 
ship then will have added to it his own neu- 
rotic needs. He will be forced more and more 
to use auxiliary tools, and these will be less 
in the service of his real self and more in the 
service of his pride. Let us take the analyst 
who must rely heavily on his intellect and 
on keen observation through his special 
senses. Along with this, one usually finds a 
high degree of detachment, and whatever 
feeling possibilities exist are at a distance. 
First, the child, finding contact so hard to 
establish can hardly be blamed if he looks 
askance at the sessions, becomes interested 


. only in play, and ultimately in not coming 


to the hour. And for the therapist, no matter 
how intense his wish to help, he cannot keep 
from utter boredom, frustration or hopeless- 
ness—a feeling which gets across to the child 
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with the expected negative consequences. 
There is a tendency in such situations to 
fall back on other devices, and here the bat- 
tery of psychological tests comes in. Another 
consequence bears heavily on the nature 
and timing of interpretations. For example, 
the child elects to paint in his hour and the 
analyst keenly and silently observes. Here 
are several of the possible observations that 
could be made: The child is occupied in a 
lone activity; he is carefully applying the 
paint rather than smearing it; he seems to 
prefer blue and red colors; there are no peo- 
ple in it; the work shows quite some talent; 
the layout is symmetrical, and so on. It is 
true that all these observations mean some- 
thing, individually and collectively. But 
what to do with them? Shall the construc- 
tive aspect be commented on, the detach- 
ment, the need for control? Shall the fact 
that he uses blue and red today rather than 
his usual blue and green combination be 
questioned? It would take some intellectual 
gymnastics to arrive at a decision, and the 
value of the interpretation to the progress 
of the analysis becomes a matter close to 
chance. On the other hand, if the analyst has 
a feeling for the process of the analysis, for 
the status of the child before him, then his 
knowledge and his observations have a far 
greater likelihood of reaching the child and 
forwarding the analysis. Or if the analyst 
himself puts a high value on verbal com- 
munication, he is apt, with the intellectually 
precocious youngster, to delude himself into 
the belief that he is making an excellent con- 
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tact. But he is hardly working at any depth. 

Without the ability to communicate with 
the child, to relate to him as a human being 
the spirit of our approach, the patient- 
analyst relation, the attitude toward parents, 
the understanding of the neurotic process 
and growth become mere words or empty 
gestures. Then all the limitations to the treat- 
ment of children become almost insurmount- 
able obstacles. 


SUMMARY 


This paper has stressed the oneness and 
the differentness of individuals. I have indi- 
cated also that there is much in the analysis 
of children which is similar to that of adults. 
Some of the differences which obtain in 
greater measure with children have been 
mentioned but much further work remains 
to be done in this area. 

Some aspects of the therapist have been 
presented, but here, too, more detailed 
investigations as to specific qualities and 
talents must be made. The fact of the matter 
is that there are relatively few child analysts 
today, despite a great need for them in 
therapy, education and child-guidance work. 
While a multitude of factors, personal and 
cultural, are involved, the outstanding prob- 
lem we can lessen is that which relates to 
the retarding force of alienation from one’s 
real self. To the extent that our training of 
analysts and our therapy of workers with 
children reduces this, to that extent will we 
make a significant contribution to child 


analysis. 
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MEDICAL PROBLEMS IN PSYCHOANALYSIS 
THE INTERNISTS VIEWPOINT 


Gary ZUCKER 


i RECENT years the number of patients who 
have entered analysis has increased tre- 
mendously. The medical profession as well 
as the laity has become more aware of psy- 
chosomatic mechanisms in disease and their 
treatment by psychoanalysis. Yet it appears 
that a majority of patients start psycho- 
analysis on their own initiative, while the 
minority have been referred by their doc- 
tors. These patients may have organic ill- 
nesses which precede the analysis or which 
occur during it. 

The purpose of this presentation is to dis- 
cuss some of the special aspects of practising 
medicine with patients who are undergoing 
psychoanalysis and to point out how the 
internist can help both patient and analyst. 

The aim of the internist, regardless of the 
type of patient, should be to collect enough 
facts from the history and examination to 
make as complete and as accurate a diag- 
nosis as possible and to prescribe the proper 
medical therapy. Because of certain special 
problems and attitudes, however, the intern- 
ist has to be most discriminating in his ap- 
proach to the patient in analysis. It is neces- 
sary for him to be generally sympathetic 
toward the idea of psychoanalysis and genu- 
inely interested in people and their prob- 
lems. That does not mean that the internist 


should act like an analyst. As a matter of 
fact, he would do well to avoid using any 
of the techniques or interpretations of psy- 
choanalysis. There are dangers to him, to the 
patient and the analyst if he does not exer- 
cise caution. The danger to himself arises in 
becoming too interested in the emotional 
mechanisms of the patient’s neurosis and not 
enough in ferreting out true organic illnesses 
from the maze of functional symptoms. The 
patient may suffer from the internist’s allow- 
ing him to feel that another doctor is doing 
what the analyst should rightfully do. Too, 
if the internist allows it, the patient may 
play him against the analyst in very subtle 
ways. There are also patients who resent the 
internist’s questioning them about their emo- 
tional conflicts. To arouse this resentment is 
to alienate the patient from the doctor and 
his services. Finally, the danger to the analyst 
arises from interfering with his work and 
from advising him improperly as to the 
physical condition of the patient. 


Tue PATIENT-INTERNIST RELATIONSHIP 


The relationship between the internist and 
the patient in analysis is influenced not only 
by what the patient thinks of doctors but 
also by what the internist thinks of the 
patient. The attitude of patients is condi- 
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tioned by their previous contacts with doc- 
tors. In many cases these have not been 
happy ones. They have been called hypo- 
chondriacs, neurotics, worriers or just nerv- 
ous people. Often these hasty diagnoses 
have been made without benefit of complete 
physical examinations. It is small wonder, 
then, that such patients suspect most intern- 
ists of being hostile to psychoanalysis and 
dislike going to their offices for fear of being 
criticized. Even if assured of sympathetic 
treatment, they go with misgivings and 
doubt. On the other hand, one encounters 
patients who are so convinced of the neu- 
rotic nature of their complaints that they 
are apologetic when they find themselves in 
the office of an internist. They hate to waste 
the doctor’s time. In between these extremes 
there are many patients who, while recogniz- 
ing their own neurosis, nevertheless look to 
the internist for his advice and reassurance 
about their physical health. For his part, the 
first responsibility of the internist is to evalu- 
ate the personality of the new patient and to 
act accordingly. This is often a difficult task, 
considering the limited amount of informa- 
tion that the internist has about the patient 
during the first visit. Most often, the intern- 
ist must depend on his intuitive judgment of 
people. He may be right most of the time, 
but he may be wrong on many occasions. 
Here the analyst can be of considerable help. 
It is the practice of analysts not to call to 
make appointments for their patients. For 
this, there are understandable reasons. That 
does not mean, however, that analysts should 
not inform the internist of the general prob- 
lem or personality make-up of each patient. 
With such information, the internist is less 
apt to blunder and thereby alienate his pa- 
tient. This is particularly true if the patient 
is known to have a marked hostility towards 
medical doctors. But while such information 
may be helpful, it is not always necessary. 
The internist will recognize a severely de- 
pressed patient and he will utilize a cautious 
and unexcited approach. He will also recog- 
nize the apathetic patient and recognize the 
need for complete neutrality in his actions. 

A good medical history is the foundation 
of accurate medical diagnosis, particularly 
when dealing with the neurotic individual. 
A painstaking, discriminating history will 
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often help distinguish between neurotic 
symptoms and suspicious symptoms of or- 
ganic disease. To accomplish this end, the 
doctor must be sympathetic, patient and a 
good listener. He must beware of acting 
critical, surprised or amused at anything the 
patient may tell him. It is equally important 
not to interrupt the patient until he has had 
his first say. Careful observation of the pa- 
tient during the recital of his own history 
will give further clues to his personality. 
The first part of the history is often given 
quite rapidly, especially since — come 
prepared with a list of notes. But when the 
patient has finished producing his own com- 
plaints, the doctor must proceed to question 
the patient systematically. This is important 
because patients often will not mention very 
obvious symptoms of illnesses. If undertaken 
tactfully, this question-and-answer period 
usually produces much information of the 
type the internist needs to arrive at a diag- 
nosis. Following this, the patient is ready for 
a complete examination. 

This should include a rectal examination 
in every male and a pelvic examination in 
every female. A routine blood count, Wasser- 
man test, urine analysis, sedimentation rate 
and chest X-ray are necessary. An electro- 
cardiogram or any other special test or X-ray 
examination should be done on indication. 
During the course of the physical examina- 
tion, the internist should proceed with defi- 
niteness and certainty but in an unhurried 
manner. He should not only inspect but also 
palpate every area where the patient has 
localized a complaint. It is best not to be too 
silent or serious during this part of the con- 
sultation. To allay the fears of an anxious 
patient, brief explanations should be made 
as to what is being done and why. 

Many problems arise during the examina- 
tion that require special handling. It is well 
not to overexpose the unduly modest pa- 
tient. The patient should also be prepared 
in advance for any instrumentation, exam- 
ination in the dark room or examination of 
the genital organs. In the latter case, this 
should be carried out with proper regard for 
the feelings and attitude of the patient in 
this sphere. Perhaps in no other part of the 
body is an awareness of the problems of the 
neurotic more important. An abrupt and 
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painful examination can be very disturbing 
to the patient. One analyst told the story 
of a female patient whom he had referred 
directly to a gynecologist. This woman was 
so pained and upset by his manner and his 
examination that it took the analyst four ses- 
sions to help her recuperate. Male patients 
have had similar experiences with urologists. 
It is not unfair to say that some surgeons do 
not concern themselves with the emotional 
problems of the patient. For that reason, the 
internist with an understanding of the prob- 
lems of the neurotic should be consulted first 
about any illness. It should be his responsi- 
bility to refer the patient for any further 
specialist care. It goes without saying that 
he will brief the secondary specialist con- 
cerning the patient’s problems and also select 
a doctor who will be understanding and 
thorough. 

Once the internist has completed the 
examination, he should attempt to formulate 
his diagnosis at once. To send the patient 
away with instructions to return at a subse- 
quent date for a final diagnosis is to provoke 
further anxieties. The doctor should strive to 
give his diagnosis in simple and understand- 
able terms. As far as possible, he should 
offer a reasonable explanation for each com- 
plaint. If no organic disease is found, he 
should notify the patient in no uncertain 
terms. Patients in analysis appreciate the 
reassurance of being given a clean bill of 
health. The internist should also encourage 
such patients to continue their analysis. 
When organic disease is found, a fair evalua- 
tion of it is called for. The doctor should 
neither alarm the patient with premature 
speculations nor exaggerate the seriousness 
of the illness, nor should he mislead the pa- 
tient by minimizing its importance. Honest 
reassurance is possible in every case. Naive 
and untruthful reassurance will eventually 
undermine the confidence of the patient in 
the physician. Here, too, prior discussion 
with the analyst will help the internist man- 
age the patient with greater success. 

The next task of the internist is to outline 
the treatment and to make clear the goal 
expected. As a general rule, the patient in 
analysis may be given the same medicines as 
any other patient. However, alcohol should 
not be advised for an alcoholic in remission 
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nor narcotics for an ex-addict. It is good 
practice to prescribe only small quantities of 
sedatives—and then only with the knowledge 
and approval of the analyst. Since so many 
analysts hesitate to prescribe sedatives, they 
can best serve their patients’ interests by 
notifying internists of their desires. 

Finally, the consultation is not complete 
until the internist has notified the patient 
that a full report of his findings and recom- 
mendations will go to the analyst. This re- 
port can be of considerable importance. In 
many cases, it will be the first complete medi- 
cal history of the patient. In others, it will 
contain information of organic disease not 
previously brought up in any of the analytic 
interviews. In all cases, it will help the 
analyst decide which of the symptoms are 
organic and which are neurotic and when 
the patient may need further medical exam- 
ination. 

Several years of experience with patients 
in analysis have served to emphasize that 
there are numerous indications for seeking 
the help of the internist and that proper 
medical treatment can relieve distressing 
symptoms and aid the progress of the analy- 
sis. These conclusions can best be under- 
stood by discussing in more detail the vari- 
ous types of medical problems encountered. 


1. UNEXAMINED PATIENTS 


Among unexamined patients are included 
patients who have never been examined, not 
recently examined, or only incompletely 
examined in the past. This group needs spe- 
cial attention by the analyst. The symptoms 
may add up to a diagnosis of neurosis, but 
in the absence of any recent or adequate 
examination, the analyst cannot be sure that 
neurosis is the only diagnosis. Very often the 
diagnosis of neurosis is made only after ex- 
clusion of organic disease. This differential 
diagnosis is often not possible even after 
the most careful medical history. Thorough 
physical examination is necessary. The ana- 
lyst is not equipped physically or by experi- 
ence to do this type of investigation, espe- 
cially now that doctors with only one-year 
clinical interneships are going directly into 
the study of psychoanalysis as a specialty. 
The danger of submitting a patient to analy- 
sis who has never been examined or exam- 
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ined inadequately is quite apparent and re- 
quires strong emphasis. Organic disease of 
various types can mimic a neurosis. Brain 
tumor, neurosyphilis, amebiasis, hyper- 
thyroidism, hypothyroidism, tuberculosis, 
pituitary insufficiency, kidney disease and 
heart disease can do it, to name just a few. 
How frequently an organic disease is psycho- 
analyzed, I cannot state. If the analyst will 
constantly ask himself, “Is the patient physi- 
cally sick?”, such mistakes will be rare. I 
have personally encountered only one case 
of a patient’s being analyzed for an un- 
diagnosed organic disease. This was a forty- 
year-old man who complained of pressing 
substernal pain, usually brought on by effort. 
He had a family history of both parents, two 
brothers, and one sister dying of heart dis- 
ease between thirty-five and fifty. His com- 
plaint started shortly after the death of his 
sister. He was an extremely anxious person 
and had a fear of dying of heart disease. An 
examination done more than one year prior 
to his analysis was said to have shown a 
normal heart and electrocardiogram. He was 
told that the pain was functional and was 
advised to disregard it and to make as much 
effort as he wanted. The doctor reassured 
him that once he overcame his fear, the pain 
would disappear. He underwent psycho- 
analysis as the means of ridding himself of 
his fear and pain. After one year of analysis, 
the pain grew worse and he could not walk 
more than one block without experiencing 
pain. This aggravation coincided with a 
crisis in his analysis, and the patient was 
satisfied to attribute it to that. However, the 
analyst was not happy about the aggrava- 
tion of the pain and wisely suggested re- 
examination. The entire examination, includ- 
ing X-ray of the chest and electrocardio- 
gram, was normal; but the suspicion of 
organic cardiac disease was so great that an 
electrocardiogram was done after exercise— 
revealing definite changes diagnostic of coro- 
nary artery disease. The patient was actually 
suffering from angina pectoris. Furthermore, 
the tensions resulting from the disclosure of 
deep-seated emotional conflicts was at that 
time increasing his pain by adding spasm to 
the already narrowed coronary circulation. 
This case illustrates how the failure to em- 
ploy every method of medical investigation 
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of the heart led to an erroneous diagnosis, to 
the harmful prescription of unlimited activ- 
ity and to the limited success of analysis. It 
also emphasizes the need for the analyst to 
be constantly alerted to the possibility of 
organic disease. Since this patient has ac- 
cepted the condition for what it is, and since 
he has restricted his activities and taken 
vasodilators, he has suffered much less pain. 

Not all patients who come to the analyst 
without a doctor or after an inadequate 
examination need have any organic disease. 
Some may be entirely healthy, in which case 
it is reassuring to both patient and analyst 
to know that. 


2. UnkNown ILLNESS 


A patient may have an illness unknown 
to the analyst or to both analyst and patient. 
Some of these diseases may be active and 
entirely asymptomatic; but they may sub- 
sequently be aggravated by the emotional 
upheaval experienced in analysis. The ana- 
lyst, knowing this to be so, would either post- 
pone analysis or proceed with more caution 
than usual. I should like to cite one such 
case with pulmonary tuberculosis. This was 
a thirty-eight-year-old male who had been 
in analysis for about two years before my 
first examination. Five years previously, he 
had had a spot in his right upper lobe that 
was suspected of being a virus pneumonia 
or tuberculosis. It cleared without restric- 
tion of his physical activity. He went into 
his analysis without any further medical in- 
vestigation. For several months, his marital 
maladjustment had created quite an emo- 
tional turmoil. He started to cough and lose 
weight. Examination revealed a fresh, exuda- 
tive, pulmonary tuberculosis with cavity 
formation in the right upper lobe and a posi- 
tive sputum. Emotional tensions have long 
been known to produce exacerbations in 
pulmonary tuberculosis. Since pulmonary 
tuberculosis may exist in active form and 
yet be asymptomatic, a routine chest X-ray 
would seem to be a desirable precaution in 
every patient in analysis. A similar connec- 
tion between emotional tensions and other 
diseases is known to exist—for example, dia- 
betes, hyperthyroidism, high blood pressure 
and epilepsy. All these are diagnosable by 
a thorough history and examination, yet all 


J 


MEDICAL PROBLEMS IN PSYCHOANALYSIS 


may be unknown at the time to both patient 
and analyst. 


8. CoMPLICATING ILLNESS 


A patient may develop an acute illness 
during analysis. The symptoms are usually 
obvious to both patient and analyst. The in- 
dication for a referral to an internist is clear. 
Treatment of the acute ailment is not the 
only outcome of this visit. Other conditions 
may be discovered even more important 
than the presenting complaint. If nothing 
else is found, the treatment of the acute ill- 
ness gives an excellent opportunity for the 
internist to develop a rapport with the pa- 
tient whick may be of future value. 


4, ATTEMPTED SUICIDE 


If a patient attempts to poison himself, the 
analyst will be anxious to enlist the services 
of the internist. The situation calls for im- 
mediate attention and the prompt institution 
of treatment. Vigorous measures must be 
used to remove as much of the drug as pos- 
sible, to detoxify what cannot be removed 
and to give supportive treatment in the form 
of fluids, oxygen and stimulants. If the pa- 
tient is comatose, hospitalization is usually 
desirable, since many specialized procedures 
can be more easily carried out in the hos- 
pital. However, if the patient is only stupor- 
ous, he may present many compelling rea- 
sons for staying at home. Should home con- 
ditions be suitable and adequate nursing 
help available, such a patient may success- 
fully be treated at home. This is mostly so 
when a moderate dose of sleeping pills or 
some caustic substance has been ingested. 
However, the absence of coma is not always 
a reliable sign of the severity of the poison- 
ing. For example, mercury bichloride may 
produce insidious but critical damage to the 
kidneys in a conscious patient. To procras- 
tinate with such a patient at home is to run 
the risk of permanent or fatal kidney dam- 
age. Nowadays the remarkable antidotal 
action of BAL and the availability of the 
artificial kidney and peritoneal lavage make 
it imperative that mercury poisoning be 
diagnosed and treated without delay at a 
hospital. The same can be said for arsenic 
and other heavy-metal poisonings. 

Besides the complexity of the management 


of self-poisonings, there are many medical 
complications which may arise during their 
course. Any analyst who has undertaken the 
treatment of an attempted suicide will agree 
that it is a job best left to the internist. There 
is a practical point involved here, too. The 
patient may be restored to good health and 
dislike the internist for it. The analyst, by 
remaining out of the picture, may continue 
in a favorable position to resume the analysis. 


5. ALCOHOLICS 


Alcoholics when intoxicated are neither 
amenable to analysis nor attentive to their 
own nutrition. Avitaminosis and increased 
susceptibility to infection often result. Such 
patients should regularly be examined dur- 
ing an alcoholic spree, if possible, but most 
certainly after it is over. It may not be pos- 
sible to induce the patient to stop drinking, 
but the internist may prevail upon him to 
improve his diet by taking large doses of 
vitamins orally and by injection to prevent 
damage to the liver and to the nervous sys- 
tem. If the patient is seen only after the 
alcoholic episode is over, a thorough exam- 
ination for signs of infection, avitaminosis, 
neuritis, liver disease, anemia and malnutri- 
tion is indicated. I have had occasion to find 
dental, pulmonary and urinary-tract infec- 
tions complicate and prolong a bout of alco- 
holism. In each case, alcohol was being taken 
to relieve the pain and distress of the infec- 
tion. In each case, alleviation of the infection 
coincided with the cessation of high alcohol 
intake. 

One of the chief responsibilities of the 
internist to the alcoholic patient is to edu- 
cate him about the nutritional requirements 
of the body during and after the alcoholic 
episode. One cannot always be successful 
with this approach, but I recall two cases 
who regularly appeared for vitamin injec- 
tions whenever they felt they had had too 
much. Relatives of patients have said that 
the alcoholic should not be informed about 
the value of an additional vitamin intake. 
On the one hand, it has been said that the 
alcoholism would be encouraged if the pa- 
tient knew the vitamins would prevent or- 
ganic damage. On the other hand, some 
have said the patient would then purposely 
avoid vitamins in order to inflict injury upon 
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himself. The internist has no place in this 
futile dilemma. His responsibility to all pa- 
tients in analysis is to prescribe proper medi- 
cal therapy. Since the patient is already in 
the hands of the analyst, the solution of all 
such dilemmas can best be found there. 


6. HyPocHONDRIACs 


Hypochondriacal patients are most diffi- 
cult to manage. They are a problem to the 
analyst and the internist and a threat to 
themselves. Each symptom or anxiety may 
be satisfactorily explained away, only to be 
replaced by another. After a few such experi- 
ences, it becomes difficult to be completely 
patient or objective. Yet the internist and the 
analyst must be eternally vigilant. For the 
internist, there is almost no limit to the 
thoroughness of the examination necessary 
to assure himself that organic disease is not 
present. And when he is finally certain that 
the complaint is functional in origin, the 
hypochondriac plagues him with the ques- 
tion, “Are you sure?” Every once in a while, 
a real disease develops. Overlooking it can 
have serious consequences to the patient. I 
recently saw a patient, a young woman of 
45, who had a history of various types of 
abdominal pain for over twenty years. Dur- 
ing that time she had had, first, an explora- 
tory laparotomy with no disease found, then 
an appendectomy for a normal appendix and 
finally a hysterectomy for an inconsequential 
fibroid uterus. In each case the operation 
was done because the patient tormented the 
doctors with complaints of pain and perse- 
cuted them by asking if they were sure noth- 
ing serious was escaping their attention. At 
other times, her complaints consisted of 
pains in the head, palpitations, pains over 
the heart, diarrhea, rectal pain and many 
others. Each time, extensive examinations 
were carried out in various offices, consulta- 
tion clinics and hospitals, and in every case 
a diagnosis of neurosis was made. Her most 
recent illness was a severe attack of upper 
abdominal pain, similar to but not the same 
as many others in the past. This time, how- 
ever, the findings—including the X-rays of 
the gall bladder—indicated an acute chole- 
cystitis with stones in the gall bladder. Here 
at last was a condition that was organic and 
required surgical treatment. 
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7. PosTPONEMENT OF TREATMENT 


A patient may have an organic disease 
which the internist chooses not to treat be- 
cause of the possible effect of such treatment 
on the basic neurotic personality. I can best 
illustrate this point by citing a few cases. 
The first was a 42-year-old woman who had 
increased and painful menstruation due to 
menopausal changes and a small fibroid. The 
patient was referred to a gynecologist who 
confirmed the diagnosis. He failed to find 
any cancer cells in the cervical smear. He 
advised hysterectomy or X-ray therapy to 
the ovaries to produce an artificial meno- 
pause. The patient refused operation. X-ray 
therapy was withheld for fear that it might 
bring on an abrupt menopause and aggra- 
vate the neurotic symptoms which were 
quite intense at the time. 

The second case was a 55-year-old woman 
suffering from a moderate obesity and hypo- 
thyroidism. Her basal-metabolic rate was 
minus twenty-five percent. In the past, treat- 
ment with thyroid had produced agitation 
and anxiety. The patient felt most placid 
and relaxed whenever the basal-metabolic 
rate was low. In addition, any attempt to 
make her adhere to a strict diet evoked 
anxiety and hostility. Weighing all these 
factors, it was considered advisable not to 
interfere with this patient’s hypothyroidism 
or obesity. 

Whenever organic disease threatens the 
life of the patient, of course, the internist 
should never procrastinate with treatment. 


8. PALLIATION OF PsyCHOSOMATIC DISEASE 


This and the subsequent groups require 
special emphasis and closer cooperation be- 
tween the internist and analyst. There are a 
number of diseases which are now generally 
considered to be psychogenic—either en- 
tirely or almost so. These include peptic 
ulcer, hypertension, hay fever, asthma, hives, 
vasomotor rhinitis, migraine and Raynaud’s 
disease, among others. It is also well estab- 
lished that in many cases psychoanalysis 
alone can cure or relieve the illness in the 
long run. However, it is equally well known 
that at any given moment during analysis, 
should an exacerbation of the disease occur, 
the attack can be stopped or ameliorated by 


medical treatment. It is also well to bear in 
mind that, in addition to emotional stresses, 
certain physical or chemical factors may 
. play a contributory part in psychosomatic 
illness. The proper emphasis on both the 
medical treatment and the analytic approach 
is necessary in order to make the patient 
comfortable, prevent possible complications 
and allow the patient to continue with the 
analysis. Two cases will best illustrate the 
problem of the use of palliative medical 
treatment for psychosomatic illnesses dur- 
ing analysis. 

Case 1. A 50-year-old woman had had 
high blood pressure for only a few years. 
During two years of analysis there had been 
practically no change in the blood pressure. 
It varied from 160/100 to 230/120. However, 
in some patients a rigid restriction of salt in 
the diet can ameliorate hypertension, and 
this patient agreed to stay on such a diet. 
The change in the blood pressure was im- 
pressive. It came down to a low of 132/84 
and has never since been above 156/98. Con- 
currently, there was improvement in the 
general condition and an increase in the ca- 
pacity of the patient to work and a decrease 
in the fear of complications. Interestingly 
enough, with the disappearance of the severe 
hypertension, another psychosomatic ill- 
ness appeared—vasomotor rhinitis. Here, 
too, medical treatment in the form of an 
anti-histaminic gave the patient sufficient 
comfort to allow her to continue with her 
work and analysis. 

Case 2. This case illustrates a psychoso- 
matic disease with an acute exacerbation for 
which the analyst did not find it reasonable 
to suggest medical treatment. This was a 
42-year-old man who was suffering from 
bronchial asthma for one month. The asthma 
developed during the ninth month of his 
analysis. It was severe enough to interfere 
with the analytic session. The analyst empha- 
sized that asthma was a psychosomatic dis- 
ease. However, since the patient was unable 
to make any progress in analysis with his 
asthma, the analysis was temporarily dis- 
continued with the consent of the analyst. 
Two weeks later the patient, on his own, 
sought medical treatment and obtained re- 
lief from his asthma. One wonders whether 
it might not have been better for the patient 
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if the analyst had suggested medical treat- 
ment sooner. 


9. AGGRAVATION OF ORGANIC DISEASE 


A patient may have an underlying organic 
disease which is periodically aggravated by 
psychogenic causes. These are not truly 
psychosomatic illnesses. Here, as in the pre- 
vious group, proper medical treatment can 
keep the patient in good health and permit 
better progress in analysis. Such diseases in- 
clude epilepsy, pulmonary tuberculosis and 
cardiac irregularities. I can cite the case of 
a young woman who, prior to analysis, had 
had several indefinite attacks of unconscious- 
ness. During analysis, these increased in fre- 
quency and severity. A diagnosis of idio- 
pathic epilepsy was made and proved by the 
electroencephalogram. The use of some of 
the newer anti-convulsant drugs controlled 
the convulsive tendencies sufficiently to 
allow her to make more progress in analysis. 
In contrast to this case is one who also suf- 
fered from epilepsy. This patient had been 
successfully treated with dilantin for several 
years without having any further attacks. 
For various reasons she decided to under- 
take analysis. Her analyst believed epilepsy 
to be completely a psychogenic disease and 
advised her to discontinue taking dilantin. 
She promptly developed attacks of epilepsy 
which not only interfered with her analysis 
but prejudiced her against continuing. 

There are numerous cardiac irregularities 
which may be precipitated by psychogenic 
influences. These can be quite frightening 
to the patient, yet often the patient will as- 
sume that since there have been adequate 
emotional causes the attack of palpitation 
is entirely psychosomatic. Careful examina- 
tion, including an electrocardiogram, may 
reveal in such cases an underlying condition 
which can be specifically treated in order to 
prevent recurrences. 


10. Procress or DIsEASE 


A patient may require an internist’s evalua- 
tion of the effect of analysis upon a psycho- 
somatic illness. From the enumeration of the 
various types of psychosomatic illnesses, it 
is apparent that the analyst is not equipped 
physicaily or by experience to make an ade- 
quate examination of such patients. The role 
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of the internist and his relationship to these 
patients are quite obvious and need no fur- 
ther discussion. 


11. Orcanic MAsQuERADING As FUNCTIONAL 


Many patients have organic diseases that 
masquerade as psychosomatic ailments. This 
does not mean that the patient is being 
analyzed for an organic disease, but rather 
that new symptoms appear which the pa- 
tient or analyst or both may consider to be 
of functional origin. However, whenever 
new symptoms develop during an analysis 
which do not quite fit into the analytic situa- 
tion, a medical examination would seem to 
be indicated. The following case is quite un- 
usual and instructive. This was a young man 
who had been under analysis for two years. 
There was much that was still unsettled in 
his personal, family and business life. He 
presented himself with the complaint of ex- 
cruciating, throbbing headaches associated 
with nausea and vomiting. These headaches 
were of the migraine type. Of special interest 
was the fact that the headaches appeared 
while he was at work and disappeared when 
he went home and on week ends. It is quite 
typical for migraine to develop in emotion- 
ally tense individuals when they are con- 
fronted with their responsibilities at work. 
In this case, the patient felt there were 
enough reasons for his having headaches. 
However, the patient seemed to be quite 
happy at his job, and there was a suspicion 
that there might be a noxious agent in the 
atmosphere in his shop causing his head- 
aches. He was instructed to return to work 
and to find out if there were any such fumes 
and to inquire if any other worker was simi- 
larly affected. It was discovered that a gas 
heater was leaking beside him and that he 
and another worker were being poisoned by 
carbon-monoxide fumes. Carbon-monoxide 
. poisoning produces headaches indistinguish- 
able from migraine. The headaches disap- 
peared when the gas leak was repaired. I 
cite this case as a striking example of how 
the internist can aid the analyst in differ- 
entiating organic disease from neurotic com- 
plaints. 


SUMMARY 
The purpose of this paper has been to pre- 


sent the internist’s point of view of his own 
relationship to patients in analysis and to 
illustrate the numerous occasions when medi- 
cal diagnosis and treatment are required 
during analysis. A closer integration between 
the work of the internist and analyst is im- 
perative since so many patients undertake 
analysis on their own initiative without a re- 
cent or a complete medical investigation. 
Many neurotics avoid medical examination 
either because of previous disagreeable 
experiences with doctors or because they 
believe all their symptoms to be neurotic in 
nature. The internist can help overcome 
these barriers if he is aware of the neurotic 
patient’s problems, if he is sympathetic to 
psychoanalysis, if he is thorough and objec- 
tive in his examination, complete in his diag- 
nosis and treatment and reassuring in his 
manner. The analyst’s responsibility con- 
sists of being constantly aware of the possi- 
bility that old or new symptoms may be 
organic in origin. By this dual interest and 
approach to the patient in analysis, the in- 
ternist is able to contribute to the relief of 
the patient and to better progress in the 
analysis. The danger of overlooking organic 
disease will also be minimized. 

Proper medical diagnosis and treatment 
are of particular help when confronted with 
the following problems: 


1. The patient who has never been exam- 
ined, not recently examined or only incom- 
pletely examined in the past. 

2. The patient who has an illness unknown 
to himself or to the analyst or both. 

8. A complicating illness which develops 
during analysis. 

4. Attempted suicide. 

5. The alcoholic patient. 

6. Hypochondriasis which obscures or- 
ganic disease. 

7. A neurosis which requires that treat- 
ment of an organic disease be postponed. 

8. A psychosomatic disease which re- 
quires palliation. 

9. A known organic disease which may be 
aggravated by emotional tensions. 

10. The evaluation of the effect of analysis 
on a psychosomatic disease. 

11. Organic disease which masquerades 
as a neurosis. 
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Il. THE PSYCHOANALYST’S VIEWPOINT 


KELMAN® 


problems do arise during psy- 
choanalytic therapy. Patients bring 
them with them or the problems become ap- 
parent during a therapy—which may extend 
over a period of four or more years. For a 
number of reasons, a restatement of the ana- 
lyst’s role concerning medical problems 
seems essential at this time. 


A RESTATEMENT 


There has been a considerable increase in 
the numbers of persons receiving analytic 
help. Medical men are more frequently re- 
ferring their patients to analysts, but most 
of the increase is due to individuals con- 
tacting analysts on their own initiative. Many 
do not have a family physician, have not 
been physically examined in a long time or 
may be antipathetic to medical men for vari- 
ous reasons. They may have had some un- 
pleasant experience due to actual or im- 
agined medical mismanagement. They in 
fact may have been over-, under- or errone- 

ously treated for a physical disorder, subse- 
quently diagnosed and adequately treated 
by another internist. Or their analytic therapy 
may have been delayed by their physician’s 
lack of knowledge of analysis or bias against 
it. Such instances are diminishing. 


HisroricaL SURVEY 

Other changes make this redefinition 
necessary. Prior to World War II, most psy- 
chiatrists who subsequently became analysts 
had a long background in the practice of 
medicine and hence more immediately con- 
cerned themselves with medical problems. 
Others had practiced psychiatry in institu- 
tions where it was their daily duty to care for 
their patients’ medical needs. Medical con- 
sciousness—a spontaneous thinking in terms 
of the maintenance of physical health and the 
treatment of physical disease—became an 
embedded part of their functioning as 
therapists. 

More recently, psychiatrists are beginning 
their post-graduate training in psychoanaly- 
sis much earlier in their medical careers. One 
reason is the significant position psycho- 
analysis has attained in the medical world 
and in the mind of the public. Also, service 
in the armed forces made for some physicians 
the break with their previous medical life. 
Once uprooted, they could more objectively 
review their futures. Some rediscovered an 
old desire to become psychiatrist. For others, 
it was an opportunity to get the training in 
psychiatry for which they had been waiting. 
For still others a new field of interest had 
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been stimulated. In this latter group were 
those who had gone directly from intern- 
ships into the armed forces and who were, 
for the first time, deciding which direction 
their medical future would take. On dis- 
charge they could obtain the necessary psy- 
chiatric training among the many programs 
arranged for just such men. Help through 
the G.L. Bill of Rights and various veterans’ 
programs was a further stimulus. This sud- 
den increase of interest in post-graduate 
training in psychoanalysis had its advantages 
but often did not allow for an orderly pro- 
cess of maturation, in time and depth, before 
arriving at such a significant decision. 

Some doctors have had the additional dis- 
advantage of a three- instead of a four-year 
medical course, and a nine months medical 
internship instead of the usual minimum of 
a full year. Likewise most of their psychiatric 
training they received while in the armed 
forces. As a result the duration of their train- 
ing was shorter than usual; and the atmos- 
phere in which they received it was not as 
conducive to the actual learning of medicine 
and psychiatry and of both’s becoming an 
integral part of their therapeutic outlook. In 
short, they did not receive as thorough a 
medical orientation as would be necessary 
for them to develop a true medical con- 
sciousness. Even with analysts who have 
had a longer background in medicine there 
is a tendency for their medical awareness to 
dim—though less so. 


Facrors IN ANALYTIC PRACTICE 


This tendency is furthered by the nature 
of psychoanalytic therapy and the way most 
of it is practiced today. The majority of 
analysts devote themselves exclusively to 
private practice. Since an analyst sees only 
one patient at a time and alone—only a few 
in a full day’s practice and not very many 
even in a number of years of practice—he 
cannot derive the benefits to be obtained 
from a number of colleagues’ seeing the 
same patient at the same time. Also the 
values that derive from seeing greater num- 
bers of patients—variety and for compari- 
sons—are much reduced. This tendency is 
furthered by specialization, which leads to 
an over-focusing on one aspect of an indi- 
vidual’s problems at the expense of losing 
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sight of others. The analyst, concerned as he 
should be with his patient’s emotional diffi- 
culties, may allow the physical aspects of the 
whole person to slip from his awareness. 
This trend away from the organic I have 
observed in psychiatrists during the course 
of their analytic training. This swing toward 
an over-focus on the functional is less ex- 
treme with those who are better grounded 
in medicine. In time a more mature view- 
point is reached with a truer feeling for the 
whole person. But this does not always take 
place to an adequate degree. 

The nature of analytic therapy tends to 
discourage the seeking of another colleague’s 
opinion—particularly in an area where the 
above factors already have caused his alert- 
ness to diminish. The analyst, alone with one 
patient at a time, has to operate on his own 
almost all the time and is limited in the 
checks on his technique except those he may 
seek out. Except where a patient is referred 
by a physician with an accompanying re- 
port or by a colleague who gives a short 
résumé of his findings, each analyst collects 
all the information he gets. He naturally 
begins to operate in terms of self-sufficiency. 
His position with reference to his patients, 
their needs, and his own unresolved prob- 
lems further encourage attitudes of self- 
sufficiency or omnipotence. Against such 
possibilities there are safeguards. There is, 
of course, the personal analysis of the psy- 
chiatrist as well as the supervision he re- 
ceives while treating patients during his 
training period. Experience has shown that 
personal analysis and supervised analytic 
work have not been adequate safeguards 
against a narrowing viewpoint. What is 
essential is a theory of human motivation 
which stimulates and satisfies a spirit of self- 
investigation and encourages productive 
work in extending psychoanalytic knowl- 
edge. An analyst who continues self-analysis, 
consults with a colleague about his findings, 
and in addition seeks formal analytic help 
from time to time will not become limited in 
viewpoint. Continued participation in the 
advancement of psychoanalysis is the other 
safeguard. This can be through participa- 
tion in teaching, writing, discussion groups, 
lectures and courses. 

To the above discouragement to seeking 
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help from another may be added an aversion 
resulting from unpleasant experiences with 
internists. A number of an analyst's patients 
may have had factual bad encounters with 
medical men. Also he may have had some 
unpleasant repercussions from his own re- 
ferrals to internists or to specialists. Either 
the medical treatment itself may have been 
unsatisfactory or the manner in which the 
internist related himself to the patient and 
to analysis may have had disruptive effects 
on the progress of the analysis and the ana- 
lytic relationship. The analyst’s aversion to 
dealing with medical problems which might 
come up in his analysis might be understand- 
able on the above score. That still does not 
relieve him of the responsibility of finding 
an internist who has the qualifications essen- 
tial to working with patients who are re- 
ceiving analytic help. 


INTERNISTS QUALIFICATIONS 


The internist should be well trained in 
internal medicine and be competent in the 
diagnosis and treatment of physical ailments. 
He should be able and willing to devote the 
time necessary for sensing the emotional 
needs of each patient, obtaining a detailed 
history, doing a thorough physical examina- 
tion, making the necessary additional labora- 
tory examinations and prescribing the treat- 
ment required so that that patient will be 
willing to carry through with his request 
and return to him of his own accord if neces- 
sary. In short, he should have a feeling for 
the wholeness of the person he is treating— 
which naturally includes the physical as well 
as the emotional aspects of his being. The 
internist should be sympathetic to psycho- 
analysis. Indicative of such an attitude would 
be not only the frequency with which he 
refers his patients for such therapy but also 
the appropriateness with which he selects 
his patients for such treatment and the man- 
ner in which he educates them to their need 
for analysis and the values to be derived. For 
the analyst referring his patient, the intern- 
ist’s feeling for and understanding of the 
patient-analyst relationship would be crucial. 
The internist would not presume beyond his 
role. That is, he would not allow the patient 
to involve him in a concern with his emo- 
tional difficulties beyond what was neces- 
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sary for the treatment of that patient’s physi- 
cal disorders. Nor would he investigate on 
his own the patient’s functional disabilities 
beyond what was essential for him to know. 
If the internist is not versed in things ana- 
lytic or is unsympathetic, several things do 
occur. Unwittingly he may find that the pa- 
tient is using him as an auxiliary analyst, 
may try to substitute him for the analyst or 
try to play off one against the other. The 
internist may say things to a patient whose 
emotional balance is at the time rather pre- 
carious and cause serious difficulties in the 
analysis or even lead the patient to interrupt 
his analytic work. All of the above mishaps 
may occur where an internist is unsympa- 
thetic but in some instances may be due to 
intent, of which fact the analyst usually only 
becomes aware after a repetition of such 
instances. 


Tue INTERNIST-ANALYST RELATIONSHIP 


Some of the difficulties with which an 
internist is confronted are due to the nature 
of the analytic relationship, and some are due 
to lacks on the analyst’s side. An analyst may 
suggest to his patient that he see an internist 
to obtain a physical examination, have a 
check-up, or obtain treatment for some cur- 
rently presenting physical symptoms. This 
suggestion may be made not only that it be 
done but also to discover what the patient’s 
response might be to such a suggestion. Be- 
fore the analyst has had time to contact the 
internist, the patient has already been to see 
him. More often the analyst fails to contact 
the internist at all. This may be due to rea- 
sons already mentioned. The importance of 
the physical has slipped away from him. 
Accustomed to obtaining all his own in- 
formation about his patient, he will tend to 
think the internist will do likewise. That it 
is to the analyst’s advantage to contact the 
internist beforehand is obvious. It is particu- 
larly important with certain patients who are 
upset at the time or have irrational attitudes 
toward physicians, physical matters or physi- 
cal pain. Even if an analyst prefers not to 
give the internist information about his pa- 
tient, he should so inform him. This situation 
might obtain when the analyst might want 
a completely unbiased report or when a pa- 
tient for some reason insisted that the 


HAROLD KELMAN 


analyst tell the internist nothing about him. 
ALERT MEDICAL CONSCIOUSNESS 


To return to the problem of dimming of 
medical consciousness among analysts, how 
can an interest in medical problems be de- 
veloped, maintained and revived when it 
begins to fade? There are some immediate 
and ultimate solutions to this problem. One 
is the publication from time to time of arti- 
cles such as this one. Another would be the 
development of a continuing relationship 
with an internist who fulfills the qualifica- 
tions mentioned above. Continued associa- 
tion with medical or psychiatric institutions 
in a treatment, teaching or research relation- 
ship would have the same and additional 
values in this regard. I have noted that ana- 
lysts who maintain such affiliations not only 
retain their medical and psychiatric orienta- 
tion but also deepen it. A further stimulus 
would derive from a wider interest in psy- 
chosomatic relationships in general and psy- 
chosomatic disorders in specific. More should 
be written on the effect of analysis on physi- 
cal disorders as yet considered uninfluence- 
able by analytic therapy. There is much to 
be learned about the values of analytic 
therapy in cases of progressive, incurable 
disease where an early or late demise is ex- 
pected. Such interests would be stimulated 
by a greater emphasis in analytic training on 
a holistic viewpoint, which focuses on the 
individual as a totality and on living as a 
process. A trend in medical teaching is now 
favoring a closer integration of the organic 
and the functional. More time is being de- 
voted to the teaching of psychiatry and to 
psychoanalysis. In time we can expect a 
closer relationship between analytic teach- 
ing and post-graduate medical training. Such 
alignments should allow for that freedom 
which I feel will be essential to psycho- 
analytic advances for a number of years to 
come. Arrangements which are restrictive 
can only be deleterious to the future un- 
folding of the possibilities that psycho- 
analysis offers. 


VALUES OF MEDICAL ALERTNESS 


What are the values of an alert medical 
awareness? For the patient it would mean 
that everything essential was being done to 


maintain him in a state of physical well- 
being, and that his organic ailments were 
being cared for toward the end of cure, com- 
fort or palliation. Also, the analyst could 
help his patient assume a more reasonable 
attitude to hours of work, recreation, vaca- 
tion, sleep and rest. Where his patient might 
benefit from the supervised instruction of a 
person expert in improving body tone and 
body posture, he may suggest such per- 
sonalized or group work.’ Optimal physical 
status would remove or at least diminish one 
obstacle in the way of progress in analytic 
therapy. An interest on the part of the ana- 
lyst in his patient’s medical welfare would 
generally improve the patient-analyst rela- 
tionship. 

Although is is clear to the analyst what 
his function is, and although a patient may 
know consciously that it is not within the 
analyst’s province to care for his physical 
ailments, a life-long connection of physician 
and physical disease is not so easily resolved 
emotionally. When the analyst does not ful- 
fill the role of physician insofar as it can 
be his true concern, that interest is missed 
by his patient. When he does, it will mean 
that his patient will be receiving not only 
the necessary medical care but also will not 
have to suffer the consequences of too little, 
too much or the wrong kind of care. Also he 
will not be subjected to unnecessary opera- 
tions. Likewise when operative procedures 
are necessary, the cooperation of the intern- 
ist and the specialist will insure that they 
will be carried out, where possible, after 
adequate emotional preparation and under 
the least harmful circumstances to the pa- 
tient. Also the analyst will have the comfort- 
ing feeling that he is not analyzing someone 
whose problem is predominantly or primarily 
an organic and not a functional one. 


Trminc OF REFERRAL TO INTERNIST 

At what points can the analyst bring to his 
patient’s awareness a concern for his physi- 
cal welfare and enlist the participation of an 
internist? It is my practice to obtain in the 
first interview or interviews information re- 
garding physical illnesses, past or present, 
history of operative procedures, and present 
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state of physical health. From such a start 
more detailed questioning may follow when 
necessary. If. your patient is thin or obese, 
you might ask if he has always been of such 
weight and if it is a family characteristic or 
perhaps a physical disorder. At some point 
in the course of such interrogation, I might 
ask how long it has been since he has had a 
physical examination and if he has a family 
physician. If he has not been physically 
checked in some time, I suggest that he do 
so, and if he has no regular medical man, I 
recommend one. As soon as possible I try to 
arrange for a switch to an internist on whose 
judgment I can depend. From him I will re- 
ceive a detailed report. A favorable one is 
pleasing and important to have. Should my 
patient need medical treatment at a later 
date, the internist has already made a con- 
tact and has a previous record as a basis for 
comparison. Likewise the internist and I 
have established a relationship with refer- 
ence to this particular person. The internist 
is also in a good position to recommend that 
this patient return for an annual physical 
examination and also that he make regular 
visits to a dentist if he has not already done 
so. 
I often make such recommendations and 
have therefore maintained a relationship 
with dentists who have a feeling for the 
whole person and for the problems with 
which we are concerned in analytic therapy. 
Most everyone has mixed feelings, rational 
and irrational, about visiting a dentist. Man 

have had unpleasant experiences surround- 
ing dental work. They have felt that the 
work was done too painfully, was unduly 
prolonged, was too extensive, was of the 
wrong kind or too expensive and often had 
to be done over again. The latter often neces- 
sitated a further expense of time, pain, and 
money but also meant the loss of one tooth 
or more or even necessitated resorting to 
dentures too early. The commonest prob- 
lems with patients in analysis are the fear 
and intolerance of pain and the inability to 
stand the sound of the dental drill. Some 
demand frequent use of novocaine. Others 
have a further problem. They can stand 
neither the pain of drilling nor the injecting 
of a needle which would introduce the novo- 
caine. Sensitivity regarding oral or facial 


disfigurements from loss of teeth or from 
bridges and dentures is common. Attitudes 
toward aging come out very sharply regard- 
ing tooth loss. It requires considerable pa- 
tience and understanding on the part of the 
dentist to keep such patients coming and 
accepting the treatment they require im- 
mediately to save their teeth. 

There are other occasions when an analyst 
can make a referral to an internist. The 
occurrence of an acute illness, the exacerba- 
tion of a chronic one or the coming up in 
analysis of material regarding a previous but 
now quiescent physical disease, might offer 
such an opportunity. I feel it is the analyst’s 
responsibility to refer his patient for medical 
care when he notes that physically his pa- 
tient appears to be losing ground and when 
he cannot be certain that the persistence of 
certain symptoms is of an organic or func- 
tional nature. Hypochondriacal patients will 
more likely see medical men all too often. 
In such instances the analyst would want 
the patient to be seeing one internist con- 
tinuously—one of his preference—in order 
to have some control over the situation and 
to be certain that he receives the medical 
care he needs and only what he needs. 

Usually it is possible for an analyst to get 
a patient to visit an internist without much 
difficulty. Sometimes quite some pressure 
must be brought to bear. Only on two occa- 
sions have I presented patients with the 
ultimatum that they see a medical man or 
I would interrupt the analysis. In both 
instances it was obvious that they were 
severely and progressively more seriously ill 
physically. On one occasion, I accepted a 
patient for analysis with the prime motive 
of helping her to accept the necessity for an 
operative procedure which had been recom- 
mended by several physicians. I attained 
that objective in three months but the pro- 
cess had extended beyond complete extir- 
pation. 


INTERNISTS REPORT TO ANALYST 


The internist’s report might be the clean 
bill of health you expect, but sometimes it 
contains surprises. At best an analyst ob- 
tains only a superficial phvsical history; he 
does not make a physical examination. In 
the course of analysis, however; a lot more 
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will come out regarding history. He will have 
many opportunities to observe, at least so far 
as the surface is concerned, his patient’s 
physical status. The internist’s direct ques- 
tioning, his physical contact, laboratory or 
special examinations and the focus on the 
physical often bring out much more informa- 
tion which the patient had forgotten, over- 
looked or had a neurotic need to withhold 
from the analyst. The forgetting, unaware- 
ness or withholding of such information 
might also open up avenues of investigation 
productive for constructive progress in the 
analytic work. 

The analyst may want a physical report 
as early as possible in his work with a par- 
ticular patient. He may know that there is a 
history of a physical disease now quiescent 
which might flare up under emotional stress. 
The analyst would want the internist’s as- 
surance from time to time that the pace of 
the analysis is within a factor of physical 
safety for the patient. An exacerbation of 
such an illness will not only cause the patient 
unnecessary suffering and may necessitate 
his having to drop out of analytic work for 
a period of time but may even cause him to 
become averse to any further analytic work 
which would be essential to his future emo- 
tional and physical welfare. The analyst 
may know or believe that the internist may 
have palliative remedies for a physical dis- 
order from which his patient is suffering. 
The earlier he obtains that relief the more 
comfortable will he be in analysis. 

An analyst who is investigating the effects 
of analysis on disorders known to be affected 
by such therapy would want a report before, 
during, and after therapy. The analyst would 
particularly want such reports if he were 
investigating the effects of analytic therapy 
on physical disorders not yet definitely in- 
cluded in the so-called psychosomatic group. 
Reports from an internist would be essential 
to an analyst working with patients who 
have slowly or rapidly progressive fatal ill- 
nesses. Such information would aid him in 
the manner of the conduct of his therapy 
and his goals. In such cases, each analyst 
must make out with himself the goals in 
therapy. For myself I have functioned in 
therapy with the goal of an optimal result— 
as though my patient would continue tc live. 
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In my experience—and it is a difficult and 
painful one—such an attitude is most helpful 
to the patient and makes what time they 
have to live, months or years, that much 
easier and more fruitful. 


REFERRAL— ANALYTIC THERAPEUTIC VALUES 


The analyst’s interested participation in 
his patient’s physical welfare can be produc- 
tive for a greater understanding of his pa- 
tient’s character structure and can lead to an 
expanded knowledge of his life history—both 
contributing valuable material for the prog- 
ress of the analysis. The request for a medi- 
cal history in the initial interviews or the 
recommendation that a patient see an intern- 
ist may bring into the foreground a number 
of attitudes toward the physical. I shall men- 
tion some of the commonest. The medical 
history can give us a picture of how certain 
attitudes have evolved. A person who has 
had much physical illness, depending on the 
kind and amount of care he received during 
such illnesses, might come to use physical 
illness as a way out of emotional difficulties 
or as a way of getting special privileges. 
Some people make a career out of being 
physically ill. They may also tend to recover 
ever so slowly and complain about the effects 
of a particular physical illness long after the 
normal expectancy for a recovery. Others, 
because periods of physical illness were so 
emotionally painful, might go to almost any 
length to cover up the fact of being physi- 
cally ill, even when their malady is serious 
and they are suffering to a very painful de- 
gree. An overfocus on health and hygiene 
by parents may tend to cause a person to be- 
come hypochondriacal, overfocus on their 
bodies and use it for all manner of external- 
ization. Then you might discover your pa- 
tient has always been in good health, which 
favors the prognosis. 


Arrirrupes Towarp HEALTH 


Some people make a career out of keeping 
healthy, more as an abstraction than as a 
condition of their bodies or as a reality to 
themselves. They arrange a great deal of 
their lives around how long they work, play, 
sleep or rest, what food they eat and how 
long they go on vacation and where. I recall 
one man who at 65 looked about 45. Each 
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year he would go into a hospital for a period 
of ten days or so just to be checked up. To 
my knowledge he had never had a serious 
illness. At the other extreme was a woman 
who much enjoyed occasions of ill health 
whether minor or major. This was a lifelong 
pattern. From her bed she could dictate to 
everyone, make all manner of claims for spe- 
cial attention and special exemptions. Dur- 
ing such periods her dictatorial and coercive 
manipulating attitudes came out in full 
flower. 

One man had a terror of any physical 
symptoms or illness. For him it meant he 
had to admit of the existence of a body. He 
lived almost entirely in his mind. Later we 
became aware of his pride in the perfect 
body and in not growing old. Worst of all, 
being ill meant he could not be absolutely 
self-sufficient. The possibility of becoming 
physically ill put him into panic. In addition, 
the fact of having become ill was a terrific 
hurt to his pride in control through intellect. 
Being ill meant he had not foreseen to 
arrange that physical illness did not occur. 
His claims for immunity from the effects of 
living, time, and aging were considerable. 

Although one man and one woman pro- 
tested that the fact that they always looked 
frail and in ill health caused them consider- 
able pain and anguish, we found that ap- 
pearing in ill health had many values. In 
both instances their frailty was more ap- 
parent than real. Both had a considerable 
measure of physical vitality. While the first 
man quoted above had a fear of being or of 
looking sick, these latter two people had a 
fear of looking well. On the basis of looking 
not up to par, their unspoken claims for 
special privileges and dispensations were to 
be forthcoming without having to be ver- 
balized. If a particular person was not so 
easily taken in, they could make him feel 
guilty by rather acutely appearing to look 
and becoming even more frail than ever. 
This looking under par had other values. If 
a well person did a good job, that was to be 
expected but if a person who operated under 
a disadvantage did well or even a little bet- 
ter, then such an attainment was to be ap- 
plauded as something unique. And if they 
failed, they always had an out available. 
This aspect of their pride system was held 


onto with considerable tenacity. On occa- 
sions when they or I would comment on 
their looking better an immediate severe 
exacerbation of physical symptoms and 
actual physical illness would ensue. 

Fear of becoming or being ill as a general- 
ized fear can function much as a specific 
phobia, like that of heart disease or cancer. 
The phobia formation can appear with no 
previous or present history of physical symp- 
toms and be as tenacious as where there has 
been some antecedent organic symptoma- 
tology on which to focus the phobia. The 
minor and major hysterias so dramatically 
portrayed in old psychiatric textbooks we 
rarely see nowadays in office practice. Pure 
examples of hypochondriasis, though not so 
common, are common enough and very fre- 
quent in less severe forms. Persons who mas- 
sively externalize and use their bodies for 
that purpose are exhausting to work with. 
They constantly complain, feel abused, make 
claims to be assured nothing is or will be 
wrong with them physically. They are usually 
very vindictive and manifest it by complain- 
ing and tyrannizing through physical suffer- 
ing. Attempts to get them to talk about 
themselves are usually met with deaf ears 
or an increased shower of complaints about 
their physical conditions, the unfeelingness 
of the analysts and the incompetence of 
medical men in general. 


INDIFFERENCE TO THE PHysICAL SELF 


In the earlier phases of an analysis, when 
alienation may still be extreme, patients who 
have a pride in the perfect body often refuse 
to see an internist. They have the perfect 
body and perfect health—although you can 
see they are looking poorly and have already 
listed to you a number of obvious physical 
complaints, such as fits of nocturnal cough- 
ing or blood in their stools. Some patients 
seem not to understand you when you men- 
tion the physical. These are the people who 
are so alienated from themselves they are 
unaware of the existence of their bodies; 
they are only aware of their existence in 
terms of intellect, an abstract ethereal love, 
or in acting out. With some there is a posi- 
tive pride in being above the earthly—above 
a concern or interest in their bodies, their 
physiological needs or the normal rhythms 


of biological functions. One must distinguish 
between indifference to body and active self- 
destructiveness. 

There are people who are accident prone, 
who know a certain treatment will cure or 
alleviate a physical condition they have. 
They will defiantly refuse to do anything 
about it. Often it is a race with time with 
such people—whether you can work through 
their self-destructiveness to the point where 
they will accept medical help before irre- 
versible physical damage has been done. 
Because of their self-destructiveness, pres- 
sure must be brought to bear very cautiously. 
Ultimatums should not be used before you 
feel the analytic relationship can stand it. 
In an orgy of self-destructiveness they may 
interrupt their analytic work and then even 
- avenue of reaching them has been cut 
off. 


Fears oF Nor Betnc Goop Looxinc 

Fears of being or looking ill or healthy are 
something quite different from the fear of 
not being good looking. This problem is par- 
ticularly prominent in some women where 
there is great emphasis on externals. Vanity 
and conceit are prominent. Here the aid 
of a co-operative internist is essential, and 
usually through an interest in their appear- 
ance it is possible to get such women to see 
a medical man. If such women insist on go- 
ing on unhealthy diets with drugs to lose 
weight or if they refuse to eat adequately 
to remain thin, the effects may be not so 
deleterious if under the supervision of an 
internist. His efforts plus the analytic work 
may bring about a more rational attitude 
before any serious damage is done. Likewise 
an internist by his own efforts and through 
his relations to specialists may diminish the 
number of unnecessary operations on the 
nose or breasts, for example. , 


PRIDE IN SUFFERING 

Special problems are presented by those 
people who have a pride in stoicism or a 
pride in suffering. To both are attached 
claims of considerable intensity. The patient 
who has a pride in enduring will tend to 
play down or pass off his physical difficul- 
ties. Even when you pile up evidence to 
show him he should see an internist, he will 
not budge. The person with the pride in suf- 
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fering will exaggerate and dramatize real 
and imagined physical disorders but here 
again we run into the same difficulty. Mixed 
with the neurotic suffering is pride in martyr- 
dom, humility, worthlessness and many other 
aspects of self-effacement. They may argue 
that it’s selfish to be so interested in your- 
self. They will for long periods refuse to see 
an internist. In my experience where there 
is pride in suffering or enduring in the fore- 
ground, the other will become evident later 
on. In one instance, a patient oscillated from 
one to the other, almost from moment to 
moment, and made claims on the basis of 
both. Likewise with pride in enduring and 
in suffering there is usually much alienation 
and self-destructiveness. This combination 
presents quite a barrier to self-interest which 
would mean care for physical welfare when 
essential. 


ATTITUDES TO PHysIcaAL PAIN 


Attitudes to physical pain will affect a pa- 
tient’s reactions toward necessary medical 
care or operative procedures. Patients who 
fear or hate physical pain usually have a 
pretty intense claim that life should be 
pleasant, easy, comfortable and made so by 
somebody. They will avoid treatment which 
might or which they imagine might be pain- 
ful. If they finally accept the necessary treat- 
ment, they demand all kinds of assurances 
that it will not be painful. They demand all 
manner of anesthetics. In fact, many have 
reported the intense joy they felt at going 
into oblivion under a general anesthetic. The 
person who is proud of his stoicism would 
be above using fear of pain as an excuse. 
Usually he puts himself through unneces- 
sary pain. He will bear the dental drill rather 
than ask for or even accept a suggested 
anesthetic. If an operative procedure is 
necessary he may select a spinal anesthesia 


so that he can look on and be conscious 
throughout. 


Speciric or INTERNIST 


There are a number of instances in which 
an internist can be most helpful to the ana- 
lyst and his patient. The internist can aid in 
maintaining a patient in a state of health, 
bring relief for an acute ailment, prevent 
the exacerbation of an old one, give com- 
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fort for symptoms of a psychosomatic nature 
as well as those not expected to be alleviated 
or ameliorated through analysis. An internist 
can be most helpful in making referrals to 
specialists. The internist could act as liaison 
for the analyst in informing the specialist 
regarding this patient’s needs and in main- 
taining contact with both specialist and pa- 
tient throughout the specialized treatment. 
This would obtain whether or not analysis 
was concomitant with the specialized treat- 
ment and would be especially important if 
analytic work had to be interrupted for that 
period. 
Genrro-URINARY AND GYNECOLOGICAL 
PROBLEMS 


My patients’ experiences and my own 
with referrals to genito-urinary surgeons 
and gynecologists have all too often had un- 
pleasant repercussions. With the advent of 
penicillin and sulpha drugs, the treatment of 
actuai or possible syphilis or gonorrhea can 
be carried on by an internist. A patient who 
has a phobia regarding either of these dis- 
orders is usually a very emotionally disturbed 
individual. There is not only the fear of the 
disease but also of being found out. There 
is also the matter of pride. A single male 
usually belatedly discovers that the woman 
he has been with is much freer with her 
favors than he suspected and hence might 
have either infection. In the married man 
the same might obtain, but in addition there 
is the terror of his wife’s finding out or of 
his infecting her. With a woman there are 
the same problems in reverse and some addi- 
tional ones: Might she become sterile? Will 
it interfere with her ever getting married? 
What if her present or future husband finds 
out? What effect might it have on her chil- 
dren? All of these circumstances require the 
utmost in understanding. 

An internist can treat a number of men- 
strual disorders, but some he must refer to 
a gynecologist—including, of course, all con- 
ditions requiring operative procedures. As 
with a male patient but especially with fe- 
males, treatment of genito-urinary disorders 
is generally emotion-laden because of the 
many involved attitudes toward sex. Only 
occasionally is a gynecologist consulted by 
a woman because of frigidity. More often it 


is because of pain associated with inter- 
course but most frequently because she can- 
not become pregnant. Involved with the last 
problem are all the attitudes a woman has 
regarding femininity and being a woman. 
Will her husband lose interest in her and 
even divorce her if there are no children? 
What will happen to her status in the eyes 
of her family, friends and neighbors if she 
is a childless wife? Will she be doomed to 
an incomplete and cheated life? These are 
not questions to be blandly handled at the 
level of a mechanistically viewed biology. 

An internist may be most helpful in re- 
ferring a patient to an understanding gyne- 
cologist for contraceptive advice. This is par- 
ticularly a problem with unmarried women 
who do not intend to marry or are driven to 
have one affair after another. I feel it is the 
analyst’s responsibility to encourage such 
women to get this help. Without such pro- 
tection they live in constant terror of becom- 
ing pregnant or do become pregnant and 
have to submit to life-endangering abortions 
or enter into unhappy marriages. Usually 
they do not love the man. The marriage 
often breaks up, but frequently only after 
years of miserable living together. They stick 
it out for the child who also suffers from the 
loveless relationship. 


INTERNISTS LIAISON WITH SURGEON 


The internist can help in selecting a sur- 
geon when necessary and in continuing his 
contact with the patient until he resumes 
his analytic work; and he can be helpful in 
other ways. Sensitive to the patient’s needs, 
he can co-operate with the analyst in arrang- 
ing the optimal time for surgery. He can be 
flexible when the analyst feels that pushing 
the date ahead would give him time more 
adequately to prepare his patient emotion- 
ally. The type of anesthetic, if this can be 
discussed, is important. Also a sympathetic 
internist will be able to understand that, 
essential as an operative procedure may be, 
the emotional repercussions would be far 
too great for the patient at that time. He 
would also be more mindful of possibilities 
for temporizing and even avoiding the pro- 
cedure altogether. I recall one instance where 
an hysterectomy was advised for a number 
of sound medical reasons. By other methods 
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of treatment and by taking advantage of the 
involuting effect of the approaching meno- 
pause, the operative procedure was avoided 
and the result was advantageous. 


SuicipAL ATTEMPTS 


Following suicidal attempts the prompt 
attention of an internist can be crucial. He 
can not only give the necessary immediate 
medical attention, but also promptly obtain 
the necessary additional aids, such as hos- 
pital admission, the use of a pulmotor and 
nurses for home care. Caring for a suicidal 
patient can be most trying. They become 
vindictively obstructive for having been in- 
terfered with in their attempt or become 
overcome with remorse and guilt and feel 
they should be allowed to die as a punish- 
ment. Often because they live so much in 
imagination they feel nothing will happen 
to them, so they refuse to co-operate on those 
grounds. Or they have been so affected 
physically by the suicidal medication that 
they cannot co-operate. The possibility of 
obtaining twenty-four-hour nursing and the 
co-operation of the internist may save a pa- 
tient from being institutionalized with all 
the attendant reactions and consequences 
for the patient, the analyst and the analytic 
relationship. Although the internist may as- 
sume a considerable responsibility in such 
situations, the final responsibility must of 
course rest with the analyst. 


ALCOHOLISM 


When working with alcoholics, an intern- 
ist should always be in the picture. His task 
is to keep the patient in as good physical 
condition as possible over what always is a 
long therapeutic venture. He must do this 
by keeping the alcoholic under frequent 
supervision and work with him more inten- 
sively after his debauches. Often with the 
latter, there are intercurrent infections or 
bodily injuries of major or minor import. In 
one instance, an alcoholic during a pro- 
longed debauch developed a severe cystitis 
necessitating prompt and active treatment. 
He had used an unsterilized catheter on him- 
self without prior cleansing of the field. 


SEDATIVES 
On rare occasions I have given a patient 


HAROLD KELMAN 


one or two capsules of sedative. This I have 
done with patients who had such a pride in 
enduring they would exhaust themselves 
with nights of insomnia. On their own they 
would not visit an internist and certainly 
would not ask for a sedative. These people 
always have a great pride in control and 
self-sufficiency. It is only with urging that 
they will accept an occasional sedative. 
Their usual response is, “Are you sure I will 
not become a dope addict?” What they are 
expressing is a fear of becoming dependent 
on anything or anyone. All other patients 
should receive their sedatives from an intern- 
ist and particularly those who may be sui- 
cidal. If told they must get them from him, 
they usually will not do so but may attempt 
even more aggressively to manipulate the 
analyst into doing so. Such a patient, if he 
gets sedatives from an internist, is less likely 
to use them for suicidal purposes since his 
relationship to him is not crucial. But if they 
are given to him by the analyst, he is likely 
to do so as a way of striking back at the 
analyst. He may often use the possession of 
a few capsules as a threat—or actually save 
them up over a period of time to be used for 
a suicidal attempt so arranged as to have the 
most vindictive effect possible on the analyst. 

Besides the instances above mentioned 
are there any others where the analyst might 
function as internist? There would be no 
contraindication to suggesting an aspirin for 
a headache, some bicarbonate for an upset 
stomach or a cathartic for constipation. There 
would be no harm in this because most pa- 
tients know this anyway. Also such a situa- 
tion might be used as an opportunity to 
make the referral to an internist. By the time 
the analyst had agreed with such a prescrip- 
tion twice or three times, his patient might 
well be under the care of the internist. The 
analyst could then more easily suggest that 
the responsibility for the treatment of such 
physical ailments is rightly the internist’s 
province. That leaves practically no instances 
where an analyst actually prescribes medica- 
tion for his patient—which is as it should be. 
Why? 

It is a value-proven rule that the analyst 
should neither examine nor medically treat 
his patients. Analysis is difficult enough 
without taking on the additional burden and 
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complication of medically treating patients. 
Besides, analysts devoting themselves wholly 
to analysis cannot keep up with the latest 
medical advances as an internist can and 
does as his exclusive interest. The complica- 
tions arising from an analyst’s examining a 
patient of the opposite sex—particularly of a 
male analyst examining a female patient are 
immediately obvious. A physical examina- 
tion would definitely complicate the analytic 
relationship as would prescribing of medica- 
tion. The difficulty is that those patients who 
insist on medical treatment also are the ones 
who would not be satisfied with medication 
for minor ailments. Their demands would 
become more and more extensive and major. 
Also if the analyst should prescribe, the pa- 
tient’s use or misuse of it would be another 
complication. In short, I have rarely seen 
medical intervention on the part of the ana- 
lyst end in anything but unpleasant conse- 
quences for the analysis. 


REASONS FOR THIS ARTICLE 

A final point. If there is this dimming of 
medical awareness on the part of analysts, 
how could this article—which indicates 
rather an alertness to such questions—be 
_ written? Because of my training and because 
I found as well as placed myself in a 
sequence of circumstances over the last 
a years. First, there was a post- 
graduate training period of five years in 
medicine, neurology and psychiatry. Then 
followed over nine years as chief of a divi- 
sion of neurology and psychiatry in an acute 
1,000-bed hospital, with its large out-patient 
department. Here a special circumstance 
obtained which is the same for all those who 
operate on a service of neurology and psy- 


chiatry in a large general hospital. It is in 
the spirit of the situation that all other 
services can freely make or not make psy- 
chiatric diagnoses and be in error. But even 
after transfer from any other service, the 
psychiatrist or neurologist must not make 
the error of overlooking the presence of or- 
ganic disease of any variety outside his speci- 
alty. As a result they feel themselves under 
a constant test situation of diagnosing or- 
ganic disorders overlooked on the other 
services. Often these diagnoses are made 
because of constant rechecking; often they 
do not represent an oversight on the part of 
the other services but are made because 
such conditions become sufficiently obvious 
only at some later date. Most of the condi- 
tions which fall in this latter category are 
those organic disorders which can for a long 
period of time masquerade as functional ill- 
nesses. 

For the above two reasons, an alertness 
to the possibility of concomitant organic dis- 
ease became an embedded part of my orien- 
tation to therapy. Then my training, subse- 
quent practice of analyst and functioning as 
a training analyst and teacher before, during 
and since World War II made it possible for 
me to view somewhat kaleidoscopically a 
series of rapid changes within the field of 
psychoanalysis and of psychoanalysis within 
the whole scheme of things. Since I have an 
interest in medical problems in psycho- 
analysis and because by training and experi- 
ence I have felt myself suitably placed to do 
so, I have written this paper for the informa- 
tion it conveys, as a stimulus to interest more 
in such problems, and as an expression of 
my concern regarding a dimming of medical 
consciousness among analysts. 
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“THE MAGIC SKIN” 


A PSYCHOANALYTIC INTERPRETATION 


I. Portnoy * 


N his novel The Magic Skin, Balzac demon- 
I strates profound insight into the sources 
of human suffering. The theme of this book 
is the devil's pact—that pact in which a hu- 
man being sells his soul for glory and un- 
limited power and pays the price of self- 
destruction and death. In the light of modern 


psychoanalysis this pact expresses the neu- 
rotic individual's attempt to escape from his 
conflicts by erecting and worshipping an 
illusory, glorified self, which results inevit- 
ably in his becoming increasingly alienated 
from his real self and finally in turning des- 
tructively and vindictively against it. 

The three elements in the devil's pact are 
(1) the person in crisis, (2) the pact, and (3) 
the resulting descent into hell. 


THE PERSON IN CRrisISs 


Raphael de Valentin is the protagonist of 
Balzac’s human tragedy. We meet him at 
the moment of crisis in his life when he is 
about to commit suicide. Subsequently we 
are given a short biography of his previous 
life, through which we learn enough about 
him to understand something of the neurotic 
development of his character which brought 
him to the point of crisis. 

Of his family origins we know only that 
there was a great deal of family pride in 


aristocratic ancestry. Raphael was an only 
son. We know nothing of his mother who 
died early in his life, so that the dominant 
person in his childhood was his father. His 
father is described as “tall, thin, slight, 
hatchet-faced, pale, silent, fidgety, exacting, 
flinthearted and frigid,” a man who covered 
the boy’s merriment with “a leaden pall” and 
received the boy’s effusive demonstration as 
“childish absurdity.” Here was a man who 
was apparently devoted to his son, but we 
can recognize in this devotion the disregard 
for the child as a person in his own rights 
which is so damaging to a free and healthy 
development of the self. Much of the father’s 
interest in the boy lay in his desire to “make 
a statesman out of him” so that he could 
thereby restore the glory of the family. The 
father’s predominant trends were apparently 
detachment and aggression, and the boy’s 
need for “a mother” received no satisfaction 
from that source. Raphael says that he at- 
tended school till the age of 17 and found 
it very pleasant. His difficulty apparently 
came out in the open when he returned 
home to the severe strict discipline of his 
father. He was predominantly compliant 
toward his father. He describes himself as 
timid, obedient, submissive, afraid of his 
father, “a young girl married to a skeleton.” 


per was prepared in connection with the course “The Search for Inner Unity” given at the New 
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School om Social Research, Fall, 1948. 


*M.D., Dalhousie; Diplomate, American Board of Neurology and Psychiatry; Lecturer, American In- 
stitute for Psychoanalysis, New School for Social Research; Practicing psychoanalyst. 
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Though he cowered under the strict despot- 
ism of his father and apparently devoted all 
his energy to carrying out his father’s wishes 
in regard to his further career, we have some 
evidence of the hostility which he felt for his 
father. We know that he chafed at the re- 
straints imposed by his father, that he was 
aware that his father “never left him to him- 
self,” that he often planned to run away 
and suffered despair which he “soothed by 
slumber.” We know also that he needed to 
repress his hostility, apparently defending 
his father’s severity by believing that “at 
heart he was all right. His severity had its 
sources in greatness of character and pure 
morals.” He solved his conflict mainly by 
retreating into fantasy and by detachment. 
He describes this detachment well when he 
says “instead of feeling things I weigh and 
consider them.” 

Up to this point in Raphael's story we 
have had attributed to the father Raphael's 
drive for glory, for reinstating the family’s 
pride and prestige. While his father lived, 
the striving for glory was expressed in hard 
work, study, realistic striving for success. 
Note that this was not out of any desire to 
fulfill himself or out of an interest in his field; 
the self, in other words, has been left behind. 
It’s talents and energies have been put in 
the service of the “father’s” search for glory. 
His own wishes for glory were expressed at 
this time only in fantasy in which, already, 
“love” represented the great solution. In 
these fantasies he saw himself possessing a 
mistress who would be a fit partner for that 
imaginary self which he now described as “a 
passionate temperament, tenderest soul and 
most artistic nature.” This mistress would be 
submissive to him and would open the doors 
of the upper world to him with her wealth, 
beauty, and social position. (Actually this is 
the beginning of the “pact”—his dedication 
to glory and an illusory self. ) 

When Raphael’s father dies, we begin to 
become aware of the degree to which the 
striving for glory was now his own, moti- 
vated entirely by his own needs. The chief 
emphasis now is placed on achieving the 
feeling of greatness in his imagination. I feel 
that this was necessary because his ambition 
and neurotic goals were so very unrealistic 
when compared with what he actually was— 
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a timid, shy person, awkward, weak, lacking 
in confidence. In his imagination, then, he is 
able to rise above his own feelings of help- 
lessness and inadequacy and chiefly above 
the conflict within himself between his strong 
compliant tendencies and his aggressive 
trends. 

How does Raphael see himself in his im- 
agination? He describes himself as sincere, 
simple, innocent. He sees himself as the great 
lover whose capacity for feeling and loving 
he describes as a treasure. He sees his pas- 
sions, which actually represent intense neu- 
rotic needs for affection, as great gifts which 
he is ready to offer the woman of his dreams. 
He sees himself possessed of great charm and 
appeal for others. Later he begins to take 
great pride in what he calls his “splendid 
powers.” These powers are those of a great 
author, a great scientist, a great intellect. “I 
possess the power of readily expressing my 
thoughts, and I could take a forward place 
in the great field of knowledge. The emo- 
tional part of my nature was refined till it 
became the perfected instrument of a loftier 
purpose than passionate desires.” These 
powers, he says, resulted from the isolation 
in which he was compelled to live because 
women did not accept him. Here we begin 
to see one of Raphael's favorite devices. In 
addition to idealizing his defects and seeing 
them as virtues he also invests with pride 
his defenses. 

He sees himself as the creative artist, the 
man of genius, but this picture is so fantastic 
that he needs affirmation by a mistress who 
will “gyrate” around him. He describes this 
state of mind as “aggressive egotism,” which 
is an excellent term since it tells us that pre- 
dominantly Raphael wanted not only “love” 
but power, prestige, and, through recogni- 
tion, satisfaction of both his dependent and 
aggressive needs. He was ready to give up 
his life for this but at first felt that he could 
not degrade himself to obtain this. He ex- 
presses his egocentricity in his description 
of the kind of wife he wants to have. “She 
who is really a wife, one in heart, flesh and 
bone, must follow wherever he leads, in 
whom her life, her strength, her pride, and 
happiness are centered. Ambitious men need 
these Oriental women whose whole thought 
is given to the study of their requirements.” 
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Raphael speaks of himself as a man of 
genius, though he has as yet created nothing 
to warrant this. This is really what he means 
when he speaks of “scaling the heavens with- 
out a ladder”—achieving glory without effort. 
As his claims are frustrated more and more 
by his own reality and by the failure of the 
world, especially women, to recognize his 
greatness, he reacts by soaring even higher 
in his imagination. He begins to speak of his 
own overweening ambition, later describes 
himself as a“glutton” whose ambition knows 
no bounds. “In dreams I would often dream 
myself a general, nay emperor; I have been 
a Byron and then a nobody. After this sport 
on these pinnacles of human achievement, I 
became aware that all the difficulties and 
steeps of life were yet to be faced. My ex- 
uberant self-esteem came to my aid; I had 
that intense belief in my destiny which per- 
haps amounts to genius in those who will 
not permit themselves to be distracted by 
contact with the world.” Here we see 
him idealizing “detachment,” but actually 
he needed people too much to allow this to 
be a “successful” solution. 

Later, in speaking of his book on the hu- 
man will, Raphael reveals his grandiose con- 
ception of himself, his brain, his will which 
can magically control the universe. “Human 
will is a material force like steam; in the 
moral world nothing could resist its power. 
If a man toughens himself to concentrate it, 
to economize it, and to project continually 
its fluid mass in a given direction upon other 
souls, such a man could modify all things 
relatively to man, even the peremptory laws 
of nature. Our ideas are complete organic 
beings existing in an invisible world and 
influencing our destinies, for example, Des- 
cartes, Diderot, Napoleon who directed all 
the currents of the age.” 

However, Raphael's soaring is still not 
sufficient to blind him to reality. He is still 
“distracted by contact with the world” and 
himself as part of this real world. Though 
he believes himself to be fated for great 
things, for the attainment of power and a 
great name in literature, his worship of an 
illusory idealized self has resulted in a great 
increase in the low estimate he had pre- 
viously had of his real self. “My opinion car- 
ried no weight with me. I took no pleasure 


in myself. I thought myself ugly and was 
ashamed to meet my own eyes. I felt my- 
self to be nothing.” ( Here, then, are the real 
beginnings of the “hell,” the turning against 
the self which is the result of the devil’s 
pact.) Now Raphael needs desperately to 
bridge the greatly increased gap between 
his idealized and despised self. For this pur- 
pose he needs affirmation from the outside 
world of his imaginary greatness. When this 
is not forthcoming, when he fails to obtain 
“the complaisant mistress who would weave 
crowns for his head as he stood on his pedes- 
tal in his Godlike superiority,” since he could 
not completely identify himself with his 
idealized image, he begins to invest his mis- 
tress dream with a new element. This new 
element becomes a crucial factor in his life. 
He externalizes his striving for glory to a 
woman who would possess all of the great- 
ness which is still out of his reach. This 
woman would be a queen, a Goddess who 
would give herself to no one but him. He 
would be the envy of all the young men in 
the smart set, men who he felt were worth- 
less compared to him but who, nevertheless, 
succeeded with women where he failed. 
With this one triumph, the possession of the 
queen Goddess, he would once and for all 
triumph over these men and in their envy 
reinstate his own pride. A mixture of feel- 
ings is involved here. First is the element of 
vindictive triumph which he would achieve— 
“I would dominate the feminine intellect 
and so have the feminine soul at my mercy, 
thereby revenging myself on society.” In this 
we see his pride in the ascendancy. Also, 
however, his passive, dependent, compliant 
tendencies, reinforced by self-contempt and 
expressed in his morbid dependency, would 
be satisfied. “I meant to cover myself with 
glory and to work in silence for the mistress 
I hope to have one day. For me all women 
were of one type. In each and all I saw a 
queen, and as queens must make the first 
advances to their lovers they must draw near 
to me, to me so sickly, shy and poor. For her 
who should take pity on me, my heart held 
in store such gratitude over and beyond love, 
that I had worshiped her her whole life 
long.” Here, also, we see the emphasis on 
and use of suffering by the dependent per- 
son. 
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At this point Raphael gumpses the reality 
of himself and his life, which he describes 
as a “lonely, ghastly desert.” He sees his 
isolation, his lack of friends, and speaks of 
the world as inimical. He becomes aware of 
the poverty of his real existence and of him- 
self as compared with his imagination. He 
despises his weakness and dependency. That 
he would see the world as inimical is in- 
evitable, not only as a result of the essen- 
tially inimical influence of his father, but 
also because of the constant blows to his 
pride which he experiences when his exorbi- 
tant claims and expectations are not fulfilled. 
At this point Raphael is in danger of sinking 
into the pit of his own self-contempt. He 
avoids this by adopting a new solution which 
will help him achieve glory. The solution is 
work, the writing of two books. One will be 
a play which will bring him wealth and 
fame. The other is a scientific treatise on 
The Will which will bring him recognition 
for his intellectual superiority. He plunges 
into this project with great passion and 
energy. Later he realizes that actually there 
was little of the creative in this, that it was 
still part of the “one grand thought for a 
mistress.” In his enervating and energy-con- 
suming “trances” he dreams of luxury, self- 
indulgence, fine clothes, beautiful mistresses, 
soft cushions, orgies. Nevertheless, he is 
willing to sacrifice all for three years in order 
to achieve his own particular conception of 
glory. 

Here we get a picture of some of Raphael’s 
constructive forces. Certainly he had con- 
siderable energy and capacity for work. He 
was able to deny himself and dedicate him- 
self to the task at hand. He could even give 
up his need for intimacy in order to fulfill 
this task. Unfortunately, however, his ener- 
gies and talents are put in the service of his 
striving for glory, the fulfillment of the de- 
mands of his own idealized image rather 
than in the service of himself and his own 
human being. He invests his self-denial with 
pride and sees his ability to do so as yet an- 
other triumph. He luxuriates in his suffering 
and visualizes that at the conclusion of his 
work not only will wealth and prestige come 
to him but also the wealthy, well-dressed 
woman of his dreams, who should some day 
say softly, while she caressed his hair; “poor 


angel, how thou hast suffered!” Here Raphael 
reveals the crucified Saint in his idealized 
image. His suffering, neurotic and real, and 
his abused feelings, are thus put into the 
service of his striving for glory, and, once 
again, we see how completely dedicated he 
is to this striving. 

Raphael carries through his resolution, 
which actually constitutes a kind of deal 
with life. But the world refuses to fulfill its 
part of the “deal.” His comedy, which he 
regards as a masterpiece, is greeted by others 
as a “babyish fiasco.” The jokes of his critics 
“clipped the wings of a throng of illusions, 
which have never stirred since within me 
and left deep wounds in my heart.” Raphael 
risked a great deal in the writing of these 
works. He put his illusions of greatness as an 
author to the test of reality. There was no 
question in his mind of a persistent effort to 
learn, to write, to examine his writing, see 
wherein it was defective, take constructive 
steps to improve it, etc. This was to be a 
masterpiece, quickly accomplished, and the 
world was to acclaim it as such. When this 
expectation is frustrated and yet another 
blow struck at his pride, he has no choice 
left but to return to his previous solution, 
the “love” of a noble woman of high station. 

We are able to see that Raphael was 
actually incapable of accepting love, that he 
was, indeed, not really interested in love at 
all, in the episode that concerns Raphael’s 
relationship with Pauline. Here a young girl 
unselfishly and honestly offered him her love 
and devotion. Raphael could see her only as 
“my child, my statue. I a Pygmalion.” He 
rationalizes his inability to love her and here 
we see his pretenses of goodness and consid- 
eration. Actually he does not hesitate to use 
and exploit her. He cannot “love” her be- 
cause she does not fit into his dreams of 
glory. She is not the queen who can affirm 
his kinghood, relieve his doubts and still his 
self-contempt. It is as if Balzac, with pitiless 
completeness, wished to strip away any illu- 
sions the reader might have about his hero. 
He wishes us to know that the love for which 
his hero was sacrificing himself was a pre- 
tense. Raphael himself is aware of this, but 
his striving for glory is so compulsive, since 
the alternative is now the pit of self- 
contempt, that he must continue in his en- 
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deavor. “Truly I have scorned myself for a 
passion for a few yards of lace, velvet, and 
fine lawn, and the hairdresser’s feats of skill, 
a love of wax lights, a carriage and a title, a 
heraldic coronet painted on window panes, 
or engraved by a jeweler; in short, a liking 
for all that is least womanly in woman. I 
have scorned and reasoned with myself, but 
all in vain.” But Balzac is talking here about 
something infinitely more significant than 
Raphael's preference for glitter and glamor 
rather than solid worth. He is also talking of 
Raphael’s great betrayal of all that was solid 
and worth-while in himself, of his worship 
of the glitter, the glamor and sheen of his 
spurious image of himself, since the noble 
queen he sought to worship was an ex- 
ternalization of his own image. 

Certainly Pauline’s love could have helped 
Raphael, whose life had really been such a 
loveless one. But we see that his entangle- 
ment and absorption in the striving for glory 
made it impossible for him to appreciate 
and accept this help. Raphael’s defeat in his 
writing endeavor marked the end of his brief 
creative period. At this point Rastignac 
enters into the picture. He is another of the 
devils who appear and reappear in Raphael’s 
life. Rastignac represents not an external 
tempter but actually the appearance of an 
auxiliary solution to bolster the structure 
which has been so shaken by the repeated 
blows to his pride. It represents also an effort 
to bridge the gap between his idealized self 
and despised self. The solution which Ras- 
tignac embodies is cynicism. Previously 
Raphael had pretended to himself that what 
he wanted was something fine and good, 
that he himself was moral and pure, essen- 
tially constructive. At this point in his de- 
velopment, however, he casts aside morality 
and accepts Rastignac’s “realism.” Through 
Rastignac he meets Fedora who represents, 
as Raphael puts it, his last chance for glory, 
his final ticket in the lottery. On the one 
hand he does not really see her as she is at 
all, insists on surrounding her with an air of 
mystery, insists on seeing her as a very feel- 
ing person, a lofty soul, who is temporarily 
withdrawn because of an unfortunate mar- 
riage into which she had been forced. On 
the deeper level, however, he sees her quite 
well. The Rastignac in him sees her as cold, 


domineering, “a woman who can only feel 
pleasure through her brain. Happiness for 
her lies entirely in a comfortable life and in 
social pleasure.” Rastignac warns him “her 
sentiment is only assumed. She will make 
you miserable. You will be her head foot- 
man.” Yes, Raphael sees her with his inner 
eye and, indeed, the picture is the perfect 
reflection of his own pride, arrogance, aloof- 
ness, emotional deadness, shallowness, pre- 
tenses of feeling, vanity and egocentricity. 
Truly, he had become a “footman” to his 
own idealized image. Fedora is Raphael's 
idealized image, and he worships her be- 
cause he has lost all faith in his real self and 
has dedicated himself completely to his striv- 
ing for glory. He sees himself as “every inch 
a queen” but “suffering under the iniquities 
of an ignoble world.” He attempts first to 
“assume a little authority” with her but, of 
course, this fails. Then he comes out into the 
open with his intense morbid dependency. 
I think that the poignancy of his need here 
can be understood fully only if one keeps in 
mind the fact that it is really his own ideal- 
ized image that he is trying to placate so 
that he can be spared the ravages of his self- 
contempt and self-destructiveness which 
were becoming ever greater though he tried 
desperately to keep them out of the picture. 
Further, Raphael needs at all costs to re- 
lieve the feeling of being unlovable, of be- 
ing the very opposite of the adored princess 
which he is in his imagination. Raphael also 
needs Fedora to achieve a vindictive triumph 
over the world of women who had rejected 
him, by possessing her and eventually en- 
slaving her. He needs her to triumph over 
the world of men who had refused to accept 
his superiority. He needs these triumphs to 
restore the pride which has become almost 
the sole basis of his existence. No wonder, 
then, that he says, “death or Fedora.” He 
lays siege to her with many devices. First 
he tries to appeal to her by “engaging her 
intellect and vanity, plays up to her self- 
esteem.” He loses himself utterly in her. He 
attempts to seduce her with his knowledge 
and his wit. Characteristic of the morbidly 
dependent person is the fact that with those 
who admired him he could be surpassingly 
charming, witty and clever in conversation, 
but with Fedora who did not respond he be- 
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came mute and dull. He tries to make him- 
self indispensable to her, necessary to her 
vanity and comfort, “a slave always at her 
side.” Everything else in his life is forgotten 
in the face of this all-consuming campaign. 
He fritters away his time, his talents, his 
money, his relationships with others. He ap- 
peals to her with his sacrifices and suffering, 
hoping at least to evoke pity if he cannot 
evoke love. He threatens and cajoles, storms 
and begs by turn, to no avail. Throughout 
this, while he can still pretend to himself 
that his feeling is one of love, he can still 
protect his pride to some extent. When finally 
he sees that actually he is in bondage to her, 
his pride suffers a terrible blow, but his de- 
pendency is too great to permit him to stop. 
When all other measures fail, he uses one 
final device—he goes to pieces, publicly “kills 
himself” so that she will be aware of the ex- 
tent of his suffering and his need, so that she 
will know she is destroying him, and through 
pity or a feeling of guilt accept him. When 
this too fails, all hope is lost and, indeed, for 
Raphael life has ceased to have any value. 
Rejected by himself from the very start, he 
has now been rejected by his pride and by 
his queen. He turns to his final solution 
which is resignation. 

For Raphael resignation represents his 
turning his back not only on his real self, 
which he had done long ago, but also on his 
ambition. He leaves his “great work,” The 
Will, and enters with Rastignac into an orgy 
of debauchery in which all that matters is 
the enjoyment of new sensations. Balzac 
gives us an excellent description of this solu- 
tion and its subjective value for the neurotic. 
“Excess comprises all things; it perpetually 
embraces the whole sum of life; it is some- 
thing better still—it is a duel with an antago- 
nist of unknown power, a monster, terrible 
at first sight, that must be seized by the 
horns, a labor that cannot be imagined. A 
world where everything is wonderful, where 
every ache of the soul is laid to sleep, where 
only the shadows of ideas are revived. The 
prodigal has struck a bargain for all the en- 
joyments with which life teems abundantly, 
at the price of his own death, like the mythi- 
cal persons in legends who sold themselves 
to the devil for the power of doing evil.” He 
takes to wine to deaden what is still alive in 


him. “All men and all things appear before 
you in the guise you choose; in those hours 
when wine has sway, you are Lord of all 
creation.” He takes pride even in this terrible 
orgy of self-destruction, says that all great 
men have been either pleasure-loving or 
base. Nevertheless, he cannot still his hope- 
lessness and despair, nor his bitterness at the 
low state in which he finds himself. He feels 
terribly abused—“it was my misfortune to 


be deceived in my fairest beliefs, to be 


punished by ingratitude for benefiting 
others. The contagious leprosy of Fedora’s 
vanity had taken hold of me at last. I probed 
my soul and found it cankered and rotten. 
I bore the marks of the devil’s paw upon my 
forehead.” In spite of his abused feelings, 
in spite of his blaming others for the conse- 
quences of his own search for glory, in other 
words in spite of his externalizing, he can- 
not escape his self-contempt except by the 
incessant distraction of pleasure and wine. 
As he says, he wishes never to be alone with 
himself, he needed constantly to have “false 
friends, courtesans, wine and good cheer to 
distract him” from his self-loathing. Finally 
the money needed for these incredible ex- 
cesses runs out. What remains of his pride 
makes a life of poverty, begging and bor- 
rowing, intolerable for him. Doing some- 
thing through his own efforts is impossible 
because of his resignation and the inertia 
which underlies his activities. This is what 
Raphael calls “the unheard-of sufferings for 
which language has no name.” Nothing is 
left for him but to complete the self-destruc- 
tion on which he had embarked by actual 
suicide. At this point he encounters the final 
devil with whom he makes his fatal pact. 


Tue Pacr 


Although Balzac creates this drama in 
such a way as to make it appear that the pact 
is actually made at this point, he really 
makes it quite clear that Raphael’s pact with 
the devil was made long ago. As a matter of 
fact the tragedy of Raphael's life, the result 
of his striving for glory with its resultant 
alienation, self-contempt, morbid depend- 
ency and finally resignation, was almost over 
when he met the final devil who offered him 
omnipotence in exchange for his life. The 
words on the magic skin tell the terms of the 
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contract very clearly. “Possessing me thou 
shalt possess all things, but thy life is mine, 
for God has so willed it. Wish and thy wishes 
shall be fulfilled. But measure thy desires 
according to the life that is in thee. This is 
thy life. With each wish I must shrink even 
as thine own days. Wilt thou have me? Take 
me. God will harken unto thee. So be it.” 
The devil offers Raphael unlimited power, 
greater riches, more power, “more conse- 
quence than a king.” With no thought, his 
striving for glory revived in this magical 
way, Raphael recklessly accepts the terms of 
the pact. We must note that this is the first 
time that Raphael has actually succeeded, 
through magic, in achieving his striving for 
glory, which is now seen to be nothing less 
than the striving for Godlike omnipotence. 


Tue HELL 


Again, it is really not at this point that the 
Hell begins. Raphael was actually going 
deeper and deeper through various levels of 
hell from the moment that he began to live 
in imagination. Up to this point, however, 
the Hell represented the first of the two 
tragedies of which Horney speaks—the total 
desertion and abdication from the real self, 
from all that was potentially good, creative 
and worth-while in himself. The final hell 
which now appears is the vindictive destruc- 
tion of the self. 

When Raphael finally realizes that, in re- 
turn for unlimited power, for wealth, for 
prestige, for having others at his feet, for 
vindictive triumph, for the magical fulfill- 
ment of all of these, he has put himself com- 
pletely at the mercy of the devil, the pride 
which will be satisfied with nothing short 
of total destruction of the self, he becomes 
terrified of death. The conflict within him is 
the ultimate human conflict between good 
and evil, between the pride system, with 
its destructive forces, and the constructive 
forces of the self. He attempts to solve this 
terrible conflict by complete renunciation of 
the self and the pride, by resignation. Since 
every expression of the “I”—I wish, I will, I 
desire—meets with a vindictive repercussion 
from the destructive pride, he attempts to 
give up wishing and willing anything at all, 
to become vegetative. He cannot, however, 
crush completely that which is vital in him. 
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Some human sympathy and helpfulness 
emerge in spite of his efforts to crush them 
when he helps his former teacher. There is 
an immediate self-destructive reaction as 
the skin, symbol of his life, shrinks. When 
Pauline reappears, he is unable to prevent 
his feeling love and desire for her. Certainly 
there was much in this love that was neu- 
rotic. It appeared only when she was wealthy 
and beautiful, that is to say a replica of his 
glorious ideal of womanhood. Nevertheless, 
I feel that what was still left of a capacity 
to love genuinely also emerges. Again he 
cannot crush his own spontaneous feelings 
and again he suffers a vindictive reaction 
from his ruthless pride. He attempts further 
to restrict his life, to escape feeling, but the 
process of self-destruction relentlessly con- 
tinues. While he has attempted to renounce 
his pride, he shows his unconscious wy age | 
by appealing to his magical powers to ki 
his opponent in the duel. Certainly, having 
so much power, he could have protected 
himself in some other way. There is some 
fleeting sympathy for the young man, but he 
finally crushes him with little feeling. Sym- 
bolized here, also, is the fact that, while 
attempting to save his life, he had really not 
turned back to himself, the only possible 
source of his salvation, as, indeed, he is too 
completely caught in his conflicts to be able 
to do so without help. The incompetence of 
scientists and physicians to prolong his life 
without the knowledge of the struggle go- 
ing on in him, is clearly described by Balzac. 

In his last days, having gone through the 
fires of his hell, Raphael finally feels “the 
need of close contact with nature, with na- 
tural emotions.” In effect, of course, he is 
feeling man’s yearning to return to himself, 
that yearning which I believe Balzac also 
saw as man’s great hope for salvation, the 
yearning which he says had lain dormant in 
Raphael for so long. At the end Raphael 
acknowledges his feelings for Pauline, and 
the devil exacts his final price, the man’s life. 
While Raphael must pay the price of his 
pact with the devil, I feel that his redemp- 
tion at the end represents a victory of good 
over evil. 


SUMMARY 
The devil’s pact has been a subject of 
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interest to many throughout the ages. Many 
great novels have been built around this 
theme. It has remained for Horney to shed 
the light of modern psychoanalysis on this 
crucial problem, to confirm it clinically, to 
link it with other basic elements in the nev- 
rotic character structure, and, finally, to see 
its crucial significance for therapy of the 
neuroses. 

When the neurotic individual attempts to 
escape from his inner conflicts by self-glori- 
fication and the erection of an idealized self, 
he takes a step which has disastrous conse- 
quences for his life. His reality, with its flaws 
and limitations, comes to be hated and con- 


temptible to him. He turns away from it, but 
it remains to mock his visions of glory. Vin- 
dictively, he turns against this despised self 
and attempts to destroy this crowning insult 
to his pride. Attempting to escape the terror 
of his self-destructiveness, he renounces both 
his neurotic as well as his healthy human 
strivings. The self, though it has been greatly 
weakened during the course of the neurotic 
character development, nevertheless remains 
alive. Each assertion of this aliveness evokes 
a destructive reaction from its implacable 
enemy, the pride, and finally the self suc- 
cumbs. Raphael is, of course, his own execu- 
tioner, and his death is a suicide. 


INpivipvAL BeHavion: A New FRAME OF 
REFERENCE. By Donald Snygg and Arthur 
W. Combs. 386 pp. Harper & Bros. $3.50 


TTEMPtTs to understand the behavior of 
an individual are essentially of two 
kinds: those which are based on the inner 
plan and purpose of the individual doing the 
behaving, and those based on the plan and 
purpose made of the behavior by the indi- 
vidual doing the observing. This book is an 
exposition and an espousal of the former 
frame of reference, namely the “personal” 
world of the individual. It also presents a 
theory of human motivation which should 
be open to examination on its own, regard- 
less of the frame of reference from which it 
is seen. The theoretical conclusions are then 
applied to the fields of social organization, 
education, abnormal behavior, and psycho- 
therapy. This book therefore consists of 
many parts, with a unifying principle run- 
ning through them, and all dealing with 
important problems and raising important 
questions. 

For the psychoanalyst, this book is of in- 
terest in several ways. It represents a sharp 
departure from the “objective” frame of 
reference which much of academic psy- 
chology has generally been following and is 
bold in accepting and defending on scientific 
grounds the personal one it advocates. It 
adds confirmation of the essential rightness 
of the direction psychoanalysis has taken in 
recent years as to theory of human motiva- 
tion and therapy. It makes contributions of 
its own which may in turn be of use to psy- 
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choanalytic theory. These are not the con- 
clusions of the authors of this book. Although 
they acknowledge that the impetus for their 
point of view first came from Freud, they 
have little to say about psychoanalysis gen- 
erally and nothing about the contributions 
of Adler, Fromm, or Horney. They would 
not agree that psychoanalysis operates more 
than partly from the basis of the personal 
world of the individual. They say nothing 
about the relationship of “free association” 
to the method of therapy which they feel 
more wholly allows the individual to reach 
his inner meanings, namely, the non-direc- 
tive approach. Nevertheless, the implications 
for psychoanalysis are there. 

We may now examine parts of the book 
in somewhat greater detail. First, as to the 
frame of reference involved: Individual be- 
havior, say its authors, has its logic and real- 
ity in the private world of the behaver and 
can best be understood and predicted only 
when that private world is known. This pri- 
vate world may be spoken of as consisting 
of what the individual considers as himself 
(the “phenomenal self”) and what he con- 
siders as being outside of himself (the “phe- 
nomenal field”). A subdivision of the phe- 
nomenal self would include that which the 
individual considers as closest to himself, 
the “self-concept.” These are not static en- 
tities but keep changing, though at each in- 
stant they are organized wholes. As they 
change, elements which may have been in 
the background at one time may come into 
focus the next, and vice versa. It will be 
recognized that in this formulation the 
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authors make use of principles from gestalt 
theory and the field theory of Kurt Lewin. 
It is not too different from saying that the 
character structure of the individual will 
determine the concept the individual will 
have of himself and his world. But it is also 
saying that the behavior is the resultant of 
what is in cross-section at the time of acting. 
The “cause” of his behavior must be operat- 
ing at that time. This is in line with analytic 
practice which attempts to see the past in 
the present (and the present in the past). 

This formulation makes it possible to ex- 
plain psychological functioning like remem- 
bering, forgetting, learning, the concepts of 
“conscious” and “unconscious” and others in 
terms of differentiation into figure by the 
phenomenal self from the phenomenal field. 
In the phenomenal field there may be ele- 
ments of a low level of differentiation, dat- 
ing from childhood, when perceptive tools 
were inadequate or the phenomenal field too 
threatening, although such elements “may 
affect later differentiations while never ap- 
pearing with sufficient clarity to be effec- 
tively dealt with.” Similarly, elements may 
be repressed to a low level of differentiation 
after once having been in clear focus. 

These examples are given to indicate the 
nature of the understandings which this for- 
mulation makes possible. It may be charac- 
terized as psycho-physiological, and at cer- 
tain levels of inquiry it can be very illumi- 
nating. But by itself, it is not motivational 
but rather descriptive. It is helpful in that 
psychological functioning can be put in clear 
terms and makes unnecessary mystical sup- 
positions. It opens some of the questions to 
possible experimental validation. 

We now come to the theory of human 
motivation presented in this book. The essen- 
tial goal of behavior is the maintenance and 
enhancement of the phenomenal self. The 
authors discard a motivation based on in- 
stinct. Such a concept would not be in accord 
with the striving for unity which they see 
as an essential characteristic of all life. All 
efforts of the organism are part of the one 
aim to maintain and enhance its phenomenal 
self. What they actually include under this 
concept may be gathered from what they 
consider to be the techniques that the indi- 
vidual uses to attain this goal. They are: “by 
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mastery over people or things; by identifica- 
tion with a powerful individual or member- 
ship in a potent group; through bringing 
about some physical change in the body 
organization” (e.g. alcohol). If the motiva- 
tion is to be judged by its techniques, some 
of it could be classified as neurotic. The dif- 
ference between normal and neurotic be- 
havior is not well drawn. The authors do not, 
for instance, distinguish between healthy 
and neurotic conflict. 

To give a precise statement of the authors’ 
concept of a neurosis is not easy. It is inti- 
mately linked with the mechanisms of their 
frame of reference. It is essentially a state of 
threat due to inadequate differentiation of 
the phenomenal self in the phenomenal 
field, leading to further difficulties in per- 
ception and differentiation and a further in- 
crease in threat. The organism cannot accept 
all aspects of reality. Change becomes in- 
creasingly difficult. The organism has to re- 
sort to techniques of defense. Early failures 
at maintaining and enhancing the phenom- 
enal self due to environmental or other 
causes sets the process off. 

As far as the above formulation goes, it 
is not incompatible with the later develop- 
ments in analytic theory. But it does not go 
far enough. It lacks the sense of dialectic 
change which would explain the perpetua- 
tion of the process, such as the development 
of an intricate pride-invested self-system to 
maintain unity against increasing threat. 

The authors define therapy as “the provi- 
sion of experience whereby the individual is 
enabled to make more adequate differentia- 
tions of the phenomenal self and its relations 
to external reality.” They divide therapies 
into “inductive” and “self-directive” (non- 
directive) methods. To effect change, all 
methods must in the final analysis depend on 
the individual himself making the change, 
after making more adequate differentiations 
in his phenomenal field, becoming aware of 
his “own personal meanings.” Since the diag- 
nosis of the phenomenal self and the deter- 
mination of the phenomenal field by the 
therapist is an extremely difficult matter and 
may be influenced by the therapist’s own 
phenomenal field, the authors feel that the 
non-directive (self-directive) approach of- 
fers fewer possibilities of error and greater 
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accuracy of direction. From the point of view 
of their concept of neurosis, there can be no 
disagreement. Working with what is thought 
to be a somewhat more comprehensive con- 
cept of the neurotic character structure and 
utilizing methods of free association, it 
should be possible to make fewer errors in 
a somewhat more active but still cautious 
attempt to help the individual patient at self 
direction. 

There is a good deal more in this book 
that deserves comment. The discussion of 
education, for one thing, is enlightening and 
challenging. It is in this field that their 
theories and the particular formulation of 
them seem most clarifying and applicable. 
They point out how important it is for the 
child—and for all of us—that more emphasis 
be given to what the process does to the 
child rather than to what he “learns.” But 
not only in the part dealing with education, 
but throughout the book there are valuable 
observations and formulations, although one 
may not fully agree with all of them. There 
is also present in the book a sense of unity 
and high purpose that stems from the reali- 
zation of the crucial importance of the im- 
plications of a psychological theory of hu- 
man behavior if it is taken seriously. This 
book has great merit and can prove a stimu- 
lating experience to students of human be- 
havior. 

—BERNARD ZucER, M.D. 


Orpipus—MytH anp Comp.ex. By Patrick 
Mullahy. Introduction by Erich Fromm. 
538 pp. 1948. Hermitage Press. $5. 


Mutiauy, a psychoanalytically 
oriented philosopher, has attempted in 
this book to elucidate the points of view 
about the Oedipus complex held by the 
proponents of the various psychoanalytic 
schools. While doing so he has summarized 
in an understandable fashion the more im- 
portant works produced by his authors, thus 
providing the reader with a well-rounded 
review of psychoanalytic theory. The authors 
discussed include Freud, Adler, Jung, Rank, 
Horney, Fromm, and Sullivan. 

The first four chapters are devoted to 
Freud and his disciples—notably Abraham, 
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whose contribution to the study of character 
is given wide prominence. This section of 
the work is excellently done; Mullahy seems 
to have distilled the essence of Freudian 
theory out of the maze of obscure, elusive, 
and confusing ideas so often set down on 
paper by Freud. And he portrays very well 
Freud’s inherent pessimism in the following 
passage, quoted from his paragraph on the 
death instinct: “In fact, in Freudian theory 
human nature is burdened with an insoluble 
and terrible dilemma: One must either divert 
his aggressive, destructive instincts against 
others or turn them against oneself. Thus, 
Freud finally worked out a theoretical ex- 
planation for his almost unmitigated con- 
viction of the inherent evilness of man.” 

Mullahy devotes a great deal of space to 
the concept of symbol, showing how the 
symbol is to Freud “a mode of expression 
which has never been individually ac- 
quired,” while to Jung it is an indication of 
what is to come. To Jung symptoms of neu- 
rosis (i.e. symbols) “are not merely con- 
sequences of causes that once have been... . 
They are endeavors toward a new synthesis 
of life.” 

Freud's theory of the origin of the Oedipus 
complex as summarized by Mullahy is that 
the expelled sons in the primal horde banded 
together, slew the expelling father, and then 
—in order to prevent themselves from de- 
stroying each other—erected an incest pro- 
hibition. For Fromm, the Oedipus myth is 
not a symbol of incest but a symbol of the 
rebellion of the son against the authority of 
the father in the patriarchal society. For 
Horney, the Oedipus complex is not essen- 
tially a biological phenomenon but a prob- 
lem arising out of describable conditions in 
the family. Attachment to parents is “but a 
response to provocations from the outside.” 
For Sullivan the Oedipus complex arises 
from the fact that the parent of the same sex 
feels more familiar with the child and hence 
can assume an authoritarian attitude, thus 
producing resentment and hostility in the 
child. 


The chapter on Horney and Mullahy’s 
critical evaluation of her writings in the con- 
cluding chapter are disappointing. Mullahy 
has focused rather excessively on her earlier 
works and has not given enough space to 
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Our Inner Conflicts. As a result, he does 
not impart a comprehensive account of her 
theory of neurosis although a skeleton out- 
line is discernible. In discussing character 
versus situation neurosis he quotes Horney’s 
definition of the latter from page 30 of The 
Neurotic Personality of Our Time and states 
that “no example (of a situation neurosis ) is 
given.” It is true that no example is given on 
that particular page but a cursory glance at 
the index would have provided Mullahy with 
an excellent example of one on page 90. 

In his concluding chapter, he finds a “for- 
mal” contradiction in Horney regarding the 
question of the basic conflict arising out 
of the existence of incompatible attitudes. 
What troubles Mullahy is that “the three 
attitudes enter in as, or contribute towards, 
major attempts at solution of the basic con- 
flict. This then, implies that the basic con- 
flict is prior to the incompatible attitudes.” 
The confusion can be dispelled by stating 
that the incompatible attitudes as such do 
not contribute to the solution of the basic 
conflict. It is what the iridividual does with 
the attitudes—repressing two of them and 
bringing into prominence and adopting as a 
way of life the third—that Horney designates 
as one of four attempts at solution. Peculiarly 
enough, Mullahy listed this particular at- 
tempt at solution in his chapter on Horney. 

His treatment of the other writers is, on 
the whole, fair and sympathetic. He has ab- 
stracted from Rank’s very difficult works a 
very plausible statement of that author's 
theory of individuality and autonomous will, 
pointing out that the main step toward at- 
taining individuality is separation. At first 
it is physical separation from the mother but 
ultimately from various forms of psychologi- 
cal dependence. 

A serious defect in the book is the fact that 
only one chapter is devoted to critical ap- 
praisal. As a result, there is engendered in 
the reader the impression that what Mullahy 
has said in the body of the work is unquali- 
fiedly accepted. In only one chapter was 
there any exception taken by Mullahy to 
anything that was quoted—the chapter on 
Rank where a justified attack on Rank’s un- 
scientific ideas of truth is made. 

_A minor flaw in the work is the lack of an 
index. This is only partly compensated for by 
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a fairly exhaustive breakdown of his material 
in the table of contents. Despite these short- 
comings, the volume should prove extremely 
valuable to all who are interested in psycho- 
analysis, particularly beginners in the field, 
to whom it will prove useful in their reading 
courses. 

—ABE Pinsky, M. D. 


PowER AND PERSONALITY. By Harold Dwight 
Lasswell, Ph.D. 262 pp. 1948. W. W. Nor- 
ton. $3. 


Power and Personality Professor Lass- 
well has brought together his Salmon 
Memorial Lectures. He has undertaken a 
huge and very important task—the task of 
finding ways of implementing the develop- 
ment of democratic leadership. The trends 
of the times, the emergence of newer and 
more efficient ways of being destructive 
make such work necessary and immediately 
imperative. Any voice, no matter how it 
speaks—so long as it speaks the cause of hu- 
man dignity—is of momentous importance. 
Dr. Lasswell’s book does this eloquently and 
more. For he not only offers many positive 
ways of making the democratic way work- 
able, but he also raises many more issues 
than he answers. In this way his book be- 
comes a highly provocative work, which is 
the spirit that must obtain if democracy is 
to be kept alive. Democracy is not a state of 
being but a process which must be eternally 
nurtured if it is to be had at all. This spirit 
pervades the book. It is a piece of living 
democracy in the reading. 

In approaching the problem the author 
makes use of historical as well as of present- 
day data to demonstrate how all the data 
may be re-evaluated in the light of recent 
advances in the social, psychological, and 
medical sciences. Although his interest is in 
the relationships between the elected and 
the electorate, the empowered and the em- 
powering, he also focuses upon the problem 
of the self. He regards the self as including 
“more than the primary ego,” referring to his 
irreducible “I,” “me.” “The self takes in what- 
ever is included with the primary ego as be- 
longing with it.” The boundaries of this self 
include, in addition to the primary ego, sym- 


bols which refer to parents, wife, children, 
countrymen, etc. “The personality includes 
demands made by the self on the primary 
ego and on each constituent part of the self.” 
Of central importance is the postulate that 
the self is concerned with overcoming de- 
privations of all sorts. Thus the power-seeker 
seeks power as a means of “compensation 
against deprivation.” Since it is the power- 
seeker who will place himself in the position 
of holding office, in whatever capacity, it is 
towards this “type” that all attention is di- 
verted. 

With this as his thesis, numerous examples 
are cited to show the variations in history 
as a result of alterations in the pattern of 
“deprivations and indulgences.” Part of the 
thesis has it that the parents are of primary 
importance in inculcating ambition in the 
offspring, who in turn will use it to compen- 
sate for deprivations in later life. The prob- 
lem is one of balancing indulgence and de- 
privation. Although some weight is placed 
upon the existence and operation of uncon- 
scious forces, it is felt that these are not suf- 
ficiently emphasized or utilized in under- 
standing the contradictions that may oper- 
ate in the human being. Also, little emphasis 
is placed on the use of power as a neu- 
rotic solution in the sense of being compul- 
sively determined. Rather he regards power- 
seekers as being impaired by neurotic pro- 
cesses. Not clearly demonstrated is any dif- 
ference between (1) power-positions arrived 
at because of unconsciously motivated and 
compulsively determined operations and 
(2) wholehearted and constructive engage- 
ment in power situations. 

He clearly delineates the democratic 
character structure according to such ideas 
as postulated by the late Harry S. Sulli- 
van: that is, that such a structure cannot 
develop unless that individual esteems him- 
self enough to be able to esteem others. This 
“positive indulgence” the newly born must 
receive from the human environment. He 
further feels that it is because of this early 
life indulgence that certain individuals pos- 
sess the basis for the extraordinary capacity 
to remain warm, generous, enduring, hope- 
ful, and spontaneous when others project 
blame, dash themselves to pieces, or retire 
“tracking clouds of regressive fantasy.” 
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He endeavors to explain malformation of 
democratic character on the basis of what he 
calls the “social-anxiety hypothesis.” It states 
that basic character formation is a junction 
of inter-personal relationships. Poor forma- 
tions in character result from such inter- 
personal relationships in which “low esti- 
mates of the self are permitted to develop.” 
It further postulates that “the devaluation of 
the self is in terms of the evaluations of other 
persons.” Further, the result is “many de- 
fense reactions running a range from hope- 
less acquiescence to reaction formations and 
other compensatory devices.” However, and 
in keeping with what is believed to be an 
over-emphasis on the interpersonal aspect 
of human relatedness, this hypothesis places 
insufficient weight on the forces which are 
generated in the course of the evaluation 
of the damaged human being—forces which 
generate intra-psychically. Since the em- 
phasis is on the inter-personal the tendency 
seems to be to over-emphasize the import- 
ance of external factors in this process. Now, 
in keeping with the latest advances in un- 
derstanding the importance of the intra-psy- 
chic, as demonstrated in the Horney theory 
of neurosis, such a position carries with it a 
pessimistic and mechanistic stand. For if the 
individual is a mere tool of such external 
forces and exists simply to change from one 
form into another—a pattern which was laid 
down for him and continues to be laid for 
him as a result of interpersonal aspirations— 
then such a person will be deprived of any 
opportunity to develop an autonomous self. 
In other words, unless the center of the self 
is placed within the individual, be it neu- 
rotic or psychotic, no possibility can be en- 
tertained of effecting any change either with- 
in the individual or in the society of which 
he is, sine qua non, its true representative. 
Without such a state of affairs, the chances 
of developing a free individual—free in the 
sense of being free of forces which all una- 
ware to him determine his activity—are 
greatly reduced. There is an economic prin- 
ciple involved here also, for the chances of 
utilizing natural forces in a directed and 
concerted manner are much reduced if the 
unit of force lies between individuals rather 
than within them. One might mention such 
important concepts as the pride-contempt 
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systems—wholly intra-psychic evolvements 
—which play such important roles in the 
totality of the process of living. This process 
could be complicated manifold by the in- 
troduction of such important processes as 
externalization—upon which, it is felt, the 
author places insufficient attention. 

From this sampling it may be sufficiently 
apparent how many issues of a controversial 
and alive nature are raised. A stand is taken 
for the operation of what the author calls 
“social self observatories.” These are com- 
pared to other kinds of observatories which 
house astronomers, etc. While society does 
provide for a kind of social self observation 
in terms of price tabulations, imports, ex- 
ports, birth, mortality, etc., he would set up 
observatories to operate in all strata of so- 
ciety, all cultures, in order to obtain ade- 
quate samplings of the effect of institutions 
on “character-personality structure.” One 
aim of such a procedure is to reduce “much 
current confusion of usage and sectarianism 
of observational procedure.” All this is with 
a view of “exposing the truth about the hid- 
den destructiveness of our cultural institu- 
tions and of reporting on the effect of experi- 
mental efforts at reformation.” 

In an appendix to the book, numerous 
definitions are set forth in an attempt to 
lay down general principles for purposes of 
clearer communication. Of special interest 
are tables of the interaction results of vari- 
ous values upon each other. 

This is a work of importance, for in bring- 
ing together all the major fields of social en- 
deavor, the fact of their inter-relatedness is 
accentuated. Further, it helps to point out 
those areas where so much work urgently 
needs to be done. 

—Louts E. DeRosis, M.D. 


SEXUAL BEHAVIOR IN THE HUMAN MALE. By 
Alfred C. Kinsey, Wardell B. Pomeroy, 
and Clyde E. Martin. 804 pp. 1948. W. B. 
Saunders Company. $6.50 


Ts publication of a report which gives 
statistical facts about the sexual behavior 
of 12,000 American men has two potentially 
constructive aspects. First, it may provide 
the psychiatrist and other scientists with 
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unique material, rarely obtainable in such 
quantity. Secondly, this scientific report— 
the first to become a nationwide best seller 
—may contribute to a decrease of prejudice 
and an increase in tolerance, since it must 
undermine any idealized image fostered by 
some exponents of our culture concerning 
the realities of prevailing sexual patterns. It 
should lessen hypocrisy and condemnatory 
attitudes against deviants from the more 
common forms of sexual behavior. 

However, such potentially constructive 
value is considerably diminished if the re- 
ported facts are open to misunderstanding 
and misinterpretation. What is the source of 
these facts? A highly elaborate interview 
method which deserves credit for eliminat- 
ing many possibilities of error. But analyti- 
cal experience has shown that one or several 
interviews, even though most skillfully con- 
ducted, can hardly produce reliable and 
comprehensive information about an indi- 
vidual’s sexual life. 

What are the facts on which the report is 
based? They consist in the statistical inci- 
dence of various forms of “sexual outlets,” 
such as masturbation, homosexuality, and 
extramarital intercourse. In the light of 
character-analysis, which sees sexual be- 
havior as determined by the total character 
structure and by the specific function which 
sex has in it, these facts are symptoms only. 
The frequency of these symptoms can by 
no means be taken as a criterion of their 
normality or abnormality. The authors’ find- 
ings that more than ninety per cent of men 
masturbate, about thirty-seven per cent have 
some homosexual contacts, and about fifty 
per cent of all married men have extra- 
marital relationships, do not give the charac- 
ter of normality to masturbation, homosexu- 
ality, or extramarital intercourse. They only 
reflect the effect of specific social and cul- 
tural conditions upon sexual behavior in our 
culture. What is frequent or even average in 
a certain culture is by no means necessarily 
normal or healthy. It may even indicate, and 
often does, that the cultural conditions which 
produce it are unhealthy. Kinsey is right to 
reject the labeling of a behavior pattern as 
abnormal or unnatural only because it is 
rare, but he commits a similar error when he 
equates “frequent” with “normal” or “natu- 


ral”; or when he concludes from the rela- 
tively high incidence of occasional homo- 
sexual experiences that “homosexuality is an 
expression of capacities that are basic in the 
human animal.” 

The repeated attempt to interpret human 
behavior in analogy to “basic mammalian 
behavior” reflects another methodological 
limitation. This must inevitably lead to com- 
plete disregard for the role which varieties 
of sexual behavior have as expressions of in- 
terpersonal relationships. The severest mis- 
take in Kinsey’s method, however, is the use 
of the quantitative factor of the number of 
“sexual outlets” as the basis for conclusions 
about the character of sexual life. Far from 
being an unchangeable constitutional char- 
acteristic of the individual, this number only 
represents a symptom which may be caused 
by a variety of psychodynamic processes. 
Therefore the same figure may have a com- 
pletely different meaning in different cases. 
Masturbation, for example, has entirely dif- 
ferent meanings during adolescence, before 
marriage, and after marriage; as an emer- 
gency measure, or as a compulsive phe- 
nomenon. The meaning of a homosexual 
contact is certainly not the same in a single 
or rare experience during adolescence and 
in a lasting behavior pattern during later 
life. Homosexuality means least what it is 
assumed to mean in the Kinsey report: a 
constitutionally determined, primarily sex- 
ual phenomenon. It indicates an extreme 
alienation of the person from his real self 
and his sexual role, a severe fear or conflict 
connected with heterosexual contact. 

Even the quantitative factor, as expressed 
in Kinsey's figures of “sexual outlets,” is it- 
self only a symptom—a symptom not of con- 
stitutional sexual endowment, but of the role 
which sex plays in the total character struc- 
ture of the individual. A “low frequency” 
may be caused by very many entirely dif- 
ferent factors, such as: fear or conflict con- 
nected with sex or with the “test situation” 
which the sexual act may represent; uncon- 
scious rejection of the partner or hostility 
against him; or the preference of living in 
imagination to the reality of sex. On the 
other hand, a “high frequency,” which the 
Kinsey report seems to favor, does by no 
means always reflect a constitutionally strong 
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sexual endowment, nor a high capacity for 
sexual enjoyment. The “high frequency” may 
be produced by the inner pressure of anxiety 
or by an over-emphasis on sex in neurotic 
persons for whom sex has become the carrier 
of compulsive needs, such as dependency, 
aggression, self-glorification, or attenuation 
of self-contempt. 

Neither the frequency nor the character 
of the “sexual outlets” is constant in the in- 
dividual. Both change even in the relatively 
short period of a character analysis. We must 
ask: What is the meaning of the sexual be- 
havior? What are the dynamics behind this 
symptom? What are the psychological forces 
and conflicts which find their expression in 
the figures of “outlets?” Our real problem 
begins whre Kinsey’s facts end. 

—Freperick A. Weiss, M.D. 


Tue Next DEVELOPMENT IN Maw. By L. L. 
Whyte. 222 pp. 1948. Henry Holt and Co. 
50. 


V¥ 7 uyTE prefaces his book with a discus- 

sion between Socrates and Cratylus in 
which the latter says, “However, I assure 
you, Socrates, that I have already considered 
the matter, and after toilsome consideration 
I think the doctrine of Heraclitus is much 
more likely to be true.” To which Socrates 
answers, “Some other time, then, my friend, 
you will teach me, when you come back.” 
The doctrine under consideration was the 
Heraclitean idea that change is universal and 
that in change there is a pervasive order. In 
a sense, Whyte has set out to be the spokes- 
man for Cratylus and Heraclitus in his con- 
cept of the Unitary Man. And he returns to 
a world apparently more ready—through the 
development of knowledge and material 
conditions—to re-examine its meaning with 
dynamic concepts. 

The post-war period, which has found the 
world even more deeply involved in conflict 
than during the shooting phase, has seen an 
exciting development in scholarly works di- 
rected toward a reappraisal of man and his 
history. In addition to the book under re- 
view, significant works are F. S. C. North- 
rop’s The Meeting of East and West; Toyn- 
bee’s A Study of History; Karl Lowith’s 
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Meaning in History; the works of Albert 
Schweitzer. Implicit in this whole period is 
the conviction that things grow, that the past 
has meaning for the present, and that the 
future develops out of the present. Further, 
the premise is that change occurs in an 
ordered manner, that man can discover this 
order and can—through knowledge and as a 
part of nature himself—be active in facilitat- 
ing changes. 

L. L. Whyte is himself an example of the 
unitary man he writes about in that he is by 
profession a physicist who, searching for the 
meaning of man, has deeply involved him- 
self in a study of the history of ideas and 
knowledge. The Next Development in Man 
is his effort to understand man and his uni- 
verse, and through such understanding to 
take his place in history as an active partici- 
pant. His thesis can be stated as follows: (1) 
There is a process in all of nature, and (2) 
This process is essentially unitary whether it 
be that of inorganic matter, physical forces, 
or organisms. In another way, Whyte speaks 
of a formative process which pervades all 
nature and which tends toward symmetry or 
perfection. Perfection of form is more closely 
approached in the case of inorganic develop- 
ment, but “organic development is a pro- 
cess of continuing adjustment.” Whyte is not 
here referring to the mechanistic concept of 
adaptation or adjustment to static conditions 
of culture or the universe but is considering 
the process of development of man and his 
environment in its total dynamic interrela- 
tionship. Whyte further stresses this in his 
concept of “facilitation”—i.e., various forms 
which appear in the developmental process 
are themselves the foci for further develop- 
ment. 

So far as man is concerned, Whyte believes 
that ideas facilitate the patterns of behavior 
to which they correspond. In our psycho- 
analytic concept, this is similar to the belief 
that man can live his own life and is in a 
large measure responsible for himself. It is 
this idea which leads Whyte to feel that his 
formulation of unitary thinking has the pos- 
sibility of generating an entirely different 
practice in the world. As he sees it, man’s 
knowledge, thinking methods, material con- 
ditions have reached a point where a unitary 
formulation, made clearly, will result in a 
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wholesale recognition by people that this is 
what they are already thinking. By gaining 
such recognition, man will then facilitate 
his further progress toward unity. In other 
words, the world has already arrived at the 
brink of recognizing the unity in the differ- 
ences, or to use Heraclitus’ phrase, “perman- 
ence in flux,” and now awaits the clarion call 
of a unitary formulation couched in a uni- 
tary language. There is a bounding opti- 
mism and a pervading sincerity in this book, 
a spirit which is necessary in one who 
would facilitate the reorientation of values 
the world so sorely needs today. Not to criti- 
cize the author, but rather to inject a note 
of caution, we must warn the reader lest 
Whyte’s infectious optimism blind him to 
the retarding forces of vested interests and, 
in a personal way, to the pride-invested 
values. Such a consequence would make him 
a very ineffective facilitator of his and hu- 
manity’s growth. 

_ In his historical survey of various thinkers 
whose works contributed to the develop- 
ment of unitary thought, Whyte includes a 
section on Freud. Some of his comments here 
will serve to preface certain remarks regard- 
ing Horney’s theory in relation to the unitary 
development. He gives deserved credit to 
Freud’s pioneering and to his opening “a 
virgin field to knowledge” and developing 
a method which “could sometimes restore 
the neurotic to health.” He says further, “But 
he did not know why his technique had that 
therapeutic power.” He refers to the neces- 
sary limitation facing Freud because of his 
position in history and the consequent use 
of dualistic and static concepts. The follow- 
ing states clearly the defects of Freudian 
theory as seen by Whyte’s unitary concept: 
“Freud’s technique is successful when it sets 
free the formative process in the patient; his 
theories are inadequate . . . because the dis- 
sociated tradition working in Freud’s own 
mind prevented his recognizing the forma- 
tive process. ... The technique often failed, 
because it left the patient without self- 
knowledge which is only possible through a 
unitary form of thought.” And “Freud's 
world of thought lacked the formative prin- 
ciple which could set the spirit free to re- 
cover its sense of freedom within the neces- 
sity proper to itself.” 


We might well inquire what is the cor- 
respondence or lack of correspondence of 
our theory with Whyte’s. There are numer- 
ous points of similarity between Horney’s 
theory and unitary thought. There is first the 
dynamic quality which is embodied in the 
concept of process. Our concept of the neu- 
rotic character is that it is the form which is 
the consequence of process, and which is not 
itself a static structure but a stage in process. 
And perhaps the essential correspondence is 
that which relates to the formative principle. 
The recent formulations of Horney regard- 
ing the real Self, the repository of the energy 
for growth and creativity is in essence the 
formative principle of Whyte. According to 
Whyte: “What is needed is not a psychoso- 
matic science which assumes the co-exist- 
ence of psyche and soma, a mind and body, 
but a unitary method in which no basic 
dualism is admitted.” In this regard, too, our 
theory and methodology correspond. The 
individual may express himself verbally, in 
dream symbols, in body posture and ges- 
tures, in more involved behavior, but he 
is always expressing an aspect of himself. 
While we may at one time or another stréss 
a constructive or a retarding force, we are 
still referring to an aspect of a total person, 
more or less whole-hearted, more or less con- 
flicted, but always involved in the process of 
actualizing himself. 

In discussing the characteristics of man, 
Whyte brings out clearly the unitary con- 
ception as contrasted with the dualistic in- 
dividual-environment dichotomy. His ideas 
are quite in accord with those developed in 
Horney’s Neurotic Personality of Our Time 
in that a mutually interacting relationship 
obtains, rather than an inherent opposition. 
He recognizes that each individual has 
numerous aspects and potentialities. Among 
these are the tendencies toward immediate, 
spontaneous reactions to stimuli and also 
toward delayed, deliberate responses. The 
latter, a function of man’s more complex 
brain and intellectual potential, made pos- 
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sible a greater control over the dangers of 
nature and over his more elemental, immedi- 
ate, feeling responses. Through his greater 
control over nature’s vagaries he was able 
to thrive and develop our present material 
civilization. However, the corresponding 
control over spontaneous behavior was not 
an unmixed blessing. As the civilization he 
built through intellect became the milieu 
in which the totipotential individual was 
nurtured, the high value placed on intellect 
and deliberate behavior facilitated the sub- 
jugation of the immediate, spontaneous part 
of the personality. The consequence was 
what Whyte calls the European Dissocia- 
tion, which implies “disorganization of be- 
ha. ivr, emotional conflict, and intellectual 
dualism.” Thus man, using one aspect of 
himself—his intellect—for himself, created 
conditions which facilitated this develop- 
ment to a point where it became a force 
against himself—his spontaneity. And out of 
this high value placed on intellect, the in- 
dividual has developed static concepts of 
perfection. Whyte states, “The ideal of per- 
fection is an impostor; to claim it is to deny 
further growth.” According to our theory, 
this is the situation which obtains when 
the individual invests some aspect of him- 
self with pride, looks on his real, growing 
self with contempt, and essentially denies 
growth in favor of a static, timeless illusion 
of life—which is not living. 

Whyte recognizes in this so-called dis- 
sociation of man, in his sacrifice of his whole- 
ness for one aspect, the tragedy of modern 
man. But he goes beyond this in his optimis- 
tic belief that man can change and once more 
bring his whole self into the service of his 
organic possibilities, his growth and devel- 
opment bounded by the limitations of his 
nature. This is an optimistic book, a chal- 
lenging and stimulating book in a direction 
which affirms as does our theory the truth 
of the constructive possibilities available in 
man. 

—NorMAN KELMAN, M.D. 
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Regular Meetings at the New York 
Academy of Medicine 


SHALLOW Livinc as A RESULT OF NEuROSIS. 
(Karen Horney; Sept. 22, 1948) The problem 
of shallow living first struck me when a 
writer consulted me as to why he had be- 
come completely unproductive after having 
written one quite good book. At that time I 
eliminated the possibility of conflicts about 
subject matter, then found progressively 
that he had greatly diminished interest in 
any subject at all, then began to see that he 
had turned entirely away from any serious 
work and had for years simply pursued 
pleasure. When I pointed out that he had 
turned wholly to the periphery of life and 
spent all his energies there, and that as a 
result all his feelings had flattened out, he 
was able to tackle this with real seriousness, 
get to work again and make some progress. 

Later Erich Fromm wrote of this problem 
in individuals who had been crushed quite 
early in life—and who then started simply to 
adapt themselves, like automatons, never un- 
dertaking any life of their own. He made the 
point that this condition should be distin- 
guished from a condition of “defect.” Prob- 
lems similar to this are described in Jack- 
son’s The Outer Edges, in which a brutal 
murder can be experienced by those around 
only as a sort of thrill, and in George Eliot's 
Romola, in which a slight weakness of char- 
acter slowly develops into a real deteriora- 
tion of the whole personality. 

These examples show different parts of the 
same syndrome: A person who was origi- 
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nally normal, capable, full of life, later shows 
loss of moral values, of feelings, and of real 
appreciation of life. By definition, this is a 
kind of living that lacks depth and intensity; 
lacks direction, autonomy, and real mean- 
ing. This I would call shallow living. 

Concerning feelings and interests, we can 
say that feelings in such people are very 
shallow. Words of praise or warmth appear 
easily with little meaning and no marked 
sincerity. They have personal conversations 
but no serious discussions, and they seek 
diversions more vigorously than anything 
else. Their interests are directed almost en- 
tirely to external values, such as money, en- 
tertainment, or gossip. Although they may 
talk of art, music, social questions or politics 
these talks are apt to develop more by con- 
tagion than spontaneous interest. Taney show 
failure to form judgments of their own and 
are influenced more by current opinion or 
by what others will think of them. Interest 
in their own growth and self-development is 
lacking and their talk of values is shallow. 
There is drifting because of few real con- 
victions or serious direction of their own 
lives—which alone can steer and guide one’s 
life. 

One group is interested only in pleasure. 
One might call their theme, “Oh, give me a 
home where the millionaires roam,” but it 
would be a mistake to think this refers only 
to the leisure classes. It is as true of those 
who go to the movies as of those who make 
up theater parties. It may also take special 
forms, such as collecting stamps, fancying 
oneself as a gourmet, or reading mystery 
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stories. These people will protest, “But it’s 
so much fun being with people where noth- 
ing happens but drinking and talking.” This 
can be quite deceptive. It may look like zest- 


ful living, freedom and broadmindedness, 


whereas it is nothing more than an escape 
into talking and lack of standards. What is 
called “doing the right thing” may cover 
deceptively a lack of real moral fibre. Then 
there are the opportunistic people, whose 
real goal is to avoid friction or pain and 
always to get by. Overlapping with this 
group are the prestige-seekers—prestige not 
through work but through being in the right 
group, with the right people, doing things 
likely to bring success. 

In all these groups is a profound feeling 
of futility, although it is usually largely re- 
pressed. The prognosis for the individual is 
better if this feeling comes tc the surface, 
because it indicates there is some capacity 
for seriousness still alive. Among all these 
people there is an aura of something imper- 
sonal, even in such intimate relations as mar- 
riage. There is little real investment of them- 
selves in anything they do, and a very great 
overemphasis on external values. 

Do such people come to analysts? Rather 
rarely, because they specialize in seeking 
easy methods and quick cures. The easier 
the life they have created for themselves, the 
less they will go into serious discussion of 
themselves. This kind of living is seen so fre- 
quently in modern societies that we tend 
scarcely to realize how unhealthy and un- 
natural it actually is. Further, the actual 
character of the problem is often obscured 
by the convincing externalizations offered by 
them: that their unhappiness comes from a 
wrong spouse, climate, or diet. It is typical 
of those who externalize a great deal that 
they tend to be so alienated from themselves 
as not to feel things as caused by themselves, 
but in general to look around the external 
world for explanations. 

Some of these people are not wholly 
deadened, and a part of themselves may feel 
futile and distressed, while others become 
aware of disappointments and distress about 
themselves only as it is manifested in psycho- 
somatic illnesses. If they come into analysis, 
they are prone to stop early upon relief of 
one symptom, or to find excuses for stopping 
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abruptly when their values, standards, and 
goals start to look uncomfortably clear. 

Erich Fromm has raised the question as to 
whether this is innate or acquired. In my 
own experience, the analytic data indicates 
that such patients have been much more 
alive around adolescence. They have had 
ambition, have wanted and acquired things, 
have had deep feelings of love or despair, 
or were real leaders in their groups. Then 
they went through some serious disappoint- 
ment, despair, or depression, after which 
there was apparent recovery. Later they 
seemed duller and slid into a pattern of 
shallowness offered by the environment. For 
example, a New Englander may become 
quite bohemian, or perhaps go after only 
earning money, or become stuffily pompous. 
On the surface, they may then show a glib, 
smooth behavior, but in their dreams one 
will find depth of feeling, despair, hope, self- 
hate, anxiety. And in the course of analysis, 
in connection with some memory, something 
very alive will appear again, in which depth 
and intensity of feeling are shown to be 
really there. 

But there is another factor which shows 
they are really present: There is an anxious 
moving away from the real self, from their 
real depth. When these appear in dreams 
and are pointed out, they move away from 
the dream. When they are brought back to 
it, they leave again and go on in an impervi- 
ous manner to something quite far from it. 
There is a tenacity to this process which in- 
dicates the effectiveness of externalization 
as a way of letting nothing touch one. This is 
a deliberate moving away from life, toward 
the surface—not one turning-away but a con- 
tinual one. This means that this movement 
must be of great value to them. If we re- 
member the functions of the real self as an 
inner spring, as a source, a directing power, 
a judicial power which decides our values 
for us as a basis for our electing or rejecting, 
then we find a high degree of alienation 
from the real self in shallow living. If this 
is pointed out to the patient, he sees it but 
is not interested, or will reply that he feels 
what he is doing is all right and is a better 
way of living. Upon trying further and point- 
ing out to the patient that he could make 
much more of his life and have much more 
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happiness, one meets complete failure. But 
it becomes clear then that this patient doesn’t 
really expect anything. He is not hopeless, 
he just doesn’t want to be pulled into any 
maelstrom. If he is more sophisticated, he 
may bring up something of oriental philoso- 
phy, or some sort of philosophy of seeking 
peace. But there is a determined resignation 
from active and productive living of his own 
life. 

The leading role here is not the search for 
glory, because, although there is a definite 
idealized image, the resignation means the 
patient has actually given up active efforts 
to achieve anything in reality, in actual 
achievement. It is much like a person who 
can do good work, but settles for simple 
tasks because it is easier. Even the members 
of the prestige group, from whom one might 
expect more activity, have actually the same 
attitude. They look to gain not from real 
work but through association with others. 

The most serious consequence occurs in 
their own lives, as a restriction on real 
achievement requiring active efforts. This 
may be very unsatisfactory and may be pos- 
sible to change, but they do not see this. In- 
stead, they evolve a kind of endless patience 
which is actually a neurotic resignation. 

Often they can be quite active in helping 
others. They will then make many excuses 
for doing nothing for themselves. This is also 
resignation. They do not want friction, fight, 
or pain. They may call this compliance. It 
is not compliance but resignation, which is 
deeper. This neurotic resignation is a recoil- 
ing from inner struggles. Those who take this 
curious and fatal step choose it as a solution 
to keep from suffering too much from their 
own internal conflicts. By this means they 
find a certain kind of peace. If they resent 
any fighting, it is because they have given 
up and recoiled from any inner struggle. The 
external struggle is only an extension of the 
internal ones. 

But there can be other outcomes. There 
may be a profound inertia as a cover for 
inner resignation, or an enormous restriction 
of activity as a consequence of resignation. 
A still further step may be the feeling of not 
wanting anything at all for one’s self—that 
is, eliminating one’s self entirely, with an 
attempt to live wholly for others. This is 
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sometimes fairly successful and satisfying for 
a while and such a patient is apt to come 
to our attention only when this solution has 
broken down. If we look on this condition as 
a result of an active neurotic process, then 
the outlook is quite hopeful compared to re- 
garding it as an innate or hereditary defect. 

Analysis of such patients may end unsatis- 
factorily because of unrecognized resigna- 
tion, in an open or hidden form. This needs 
to be recognized and tackled quite early and 
can never be lost sight of. This tackling is 
particularly difficult because the patient is 
so averse to pain, efforts, and change in gen- 
eral. He bas found peace of a sort, and he 
doesn’t want to risk changing from these 
narrow confines. The success of analytic 
work will depend on the amount of con- 
structive interest still alive in the patient. 

I selected this subject as an opportun- 
ity to discuss resignation as a destructive 
force of the first magnitude, then secondly 
because this syndrome occurs so frequently 
in modern civilization. It is even more ap- 
parent that this condition cannot be innate, 
since it is so widespread among intelligent 
and able people and involves such serious 
loss. 

It is interesting to speculate to what extent 
cultural factors may be involved in its occur- 
rence. Sociologists could undoubtedly pro- 
duce evidence of this. For individuals, how- 
ever, these social factors are less important. 
The individual needs to come out of this 
crippling condition, then be prepared to help 
others to free themselves from it. He must 
also be prepared to work through the per- 
sonal factors in himself, rather than look to 
the culture for an understanding of it. 

Social approval of this kind of living 
makes it more difficult for people to see that 
there is anything pathological in it and 
makes it harder for psychiatrists to work 
against it. The clearer the psychiatrist un- 
derstands the dynamics of it, the better will 
he be equipped to deal with it. 


Constructive Forces Dreams. (Fred- 
erick A. Weiss; Oct. 27, 1948) Published in 
this issue. 


REASSURANCE IN THERAPY. (A. R. Martin; 
Nov. 24, 1948) Published in this issue. 


Neurotic Gui_t AND HeattHy Morat Jupc- 
MENT. (Muriel Ivimey; Jan. 26, 1949) Pub- 
lished in this issue. 


Tue Process or SyMBourzaTion. (Harold 
Kelman; Feb. 25, 1949) A symbol both indi- 
cates and represents something else. It is not 
a substitute for a particular object, but a 
vehicle for the conception of an object. Thus, 
a subject or person is required to whom the 
representation means something. Symboliza- 
tion is a mental process which transforms 
stimuli from without the body or from with- 
in into symbols having meaning for the in- 
dividual. 

Psychological contents function as sym- 
bols and psychological processes are opera- 
tions with symbols. For example: A woman 
comes into my office with a cheery “Good 
morning,” adds “It’s a beautiful day,” and 
says, “My husband will receive a promotion. 
I'm so pleased and we are planning on that 
winter cruise.” What she said were psycho- 
logical contents, but each word was a symbol 
of what she was thinking, feeling, and doing. 
The psychological processes going on with- 
in her determined what she was doing with 
these symbols. She did not limit herself to 
verbal symbols, however. There were other 
symbols: her gait, her smile, her tone of 
voice, her dress. There were visual mental 
images: pictures of Bermuda when she was 
last there. There were perceptual images 
such as her own awareness of a beautiful 
day outside. Thus, this woman was engag- 
ing in psychological activity or symbolizing, 
which meant she was perceiving, feeling, 
thinking, imagining, and conceptualizing. 

Imagination is the formation of mental 
images of objects not present to the senses. 
An image is a symbol, and imagination is 
the process of symbolization which is the 
formation of mental images. Only through 
imagination can an individual become con- 
scious of his past, his future, and even his 
present. Subjective feelings cannot become 
conscious as such in an objectified sense. 

Awareness is a broad experience which 
includes consciousness or imagination, and 
even more. Consciousness is not a static, 
circumscribed thing, but it may be consid- 
ered synonymous with imagination. It is a 
sequence of mental images which we are 
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having consciously. A person can have an 
image of himself and his environment only 
through his imagination. 

The image anyone has of himself and the 
world may be more or less rational. That 
which is in proper ratio is rational. The 
poorer a person’s relations are to himself and 
the world the more irrational will be his 
image of himself and the world. Also, the 
only picture he has of himself and the world 
is the one existing in the imagination, which 
may be more or less rational in comparison 
to the world as it actually is. Thus, every- 
one’s image of themselves in the world has 
rational and irrational aspects. 

The idealized image is a gestalt of images 
containing irrational aspects. The analyst ob- 
serves the patient, collects his symbolic pro- 
ductions, and infers from all these over a 
period of time what is irrational and ideal- 
ized in the patient’s picture of himself in the 
world. Then the patient is helped to the 
awareness that aspects of his image of him- 
self in the world are not in conformity with 
the actual situation. 

In the process of living or of integrating, 
the individual is always symbolizing but 
there aré sources of error. These have to do 
with the raw experience data, the inability 
of feelings to be objectified as such in con- 
sciousness, defects of memory, and selection 
of the material to reach consciousness. These 
errors result in irrational symbol formation. 
There are sources of error when a person 
distorts the evidence of stimuli coming from 
without the organism. This may be done by 
omitting or selecting parts of what is seen or 
heard. Further error ensues when inferences 
are made from symbols selected out of con- 
text because of subjective needs. The errors 
are reinforced when the individual does not 
check against reality. 

Imagining, or the process of having images 
consciously, is an aspect of the process of re- 
molding the reality of ourselves and our en- 
vironment. Imagination can be used for crea- 
tive pleasure, for pure enjoyment, and for 
constructive work as in analysis. Everyone 
has more or less the capacity for imagining 
constructively and in a constructive direc- 
tion. 

When one’s imagining produces irrational 
symbols, when one is in improper ratio to 
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the reality of himself and his environment, 
he operates on the premise of the omnipo- 
tence of thought and the magic of language. 
Wishing means the magical powers of be- 
lieving, deciding, and thinking. It may re- 
side within the person or be externalized to 
a helper. The type of magic power varies 
with the individual's basic orientation to 
life. The neurotic takes what he should be 
as immediately accomplished and hence an 
actuality. On this basis, he may make fan- 
tastic claims. 

Because the neurotic operates on the 
premises of omnipotence, he is a law unto 
himself, and reality is as he believes, thinks, 
or decides it. Such reality factors as time, 
space, gravity, direction, and the laws of 
human nature have special meanings for 
the neurotic which are not consistent with 
actuality. Such a person may have claims for 
immunity from fatigue, illness, aging, and 
weather changes. There are countless ways 
in which the person who lives in imagina- 
tion—i.e., out of proper ratio with reality— 
disregards reality. 

He feels he is immune to the laws of cause 
and effect, which result in great difficulties 
in human relations. He gets into difficulty be- 
cause he imagines the effects of his thoughts, 
feelings, and actions will be exactly as he 
wishes them to be. The neurotic does not 
check with reality, and his attitude towards 
evidence may be one of disregard, contempt, 
and aversion. This may be a serious problem 
in analysis, where the patient may resist and 
discard evidence. 

The neurotic’s operations with images are 
neither fantastic nor meaningless, but are 
strictly logical within the framework of his 
total life experience if we accept his prem- 
ises. This also holds in attempting to under- 
stand the meaning of dreams. People who 
live very much in imagination frequently 
confuse imagination with reality to such an 
extent that they do not know whether they 
have mentioned certain facts or have omitted 
to mention certain things, so that they are 
constantly making false assumptions. Such 
difficulties derive from the person’s inability 
to check with reality. 

The healthy use of imagining is motivated 
by genuine joy, fear, anger, sadness; the di- 
rection is wholly towards self-actualization 
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with an emphasis on becoming. With the 
neurotic, the motivations for imagining are 
basic anxiety, basic hostility, neurotic opti- 
mism, and neurotic pessimism. The empha- 
sis is here on being (safety), with much 
less energy left for becoming (constructive 
growth). Healthy imagining is connected 
with what is real in a person. The neurotic 
operates away from and against his real 
self (self-alienation ). His neurotic character 
structure, a protective device, functions at 
the expense of his real self and stands be- 
tween what is real in a person and in his 
environment. 

He must always be on guard against the 
obtrusion of reality from within or without. 
In analysis, the patient is moving construc- 
tively toward reality. Sudden or even slight 
juxtapositions of reality and imagination can 
have a disturbing effect and may result in 
diverse symptoms or reactions. 


MEDICAL PROBLEMS IN PsYCHOANALYSIS—THE 
INTERNIsST’s Viewpoint. (Gary Zucker; Mar. 
23, 1949) Published in this issue. 


Cuitp ANALYsIs AND Horney Tueory. (Nor- 
man Kelman; April 27, 1949) Published in 
this issue. 


Interval Meetings at the American 
Institute for Psychoanalysis 


Tue Vauipiry OF DREAM INTERPRETATION 
(Harold Kelman; Nov. 21, 1948) Definitions 
are given of validity, plausibility, possibil- 
ity, and probability. That which is valid is 
founded on truth or fact, capable of be- 
ing justified, supported, or defended, well- 
grounded and sound. To be plausible is to 
be superficially fair, reasonable, or valuable; 
superficially worthy of belief, or credible. 
Possibility is within the powers of perform- 
ance, attainment, or conception of an agent 
or activity expressed or implied; it is that 
which is not contrary to the nature of things, 
but which may, given the proper conditions, 
exist or occur. Something probable has more 
evidence for than against it and is supported 
by evidence strong enough to establish pre- 
sumption but not proof of its truth. 

The validity of a dream interpretation is 
predetermined by the validity of the theory 


of human motivation from which it is 
evolved. A theory of man is valid the more 
it approximates and makes possible man’s 
actualization of humanly possible ideals. Its 
validity is also relative to its ability to give 
a closer approximation to a picture of the 
reality of the true nature of man. The second 
predetermination for the validity of a dream 
interpretation is the reality of the data about 
the person concerned—i.e. a more meaning- 
ful, comprehensive, and unitary picture of 
that person. The third predetermining factor 
is the immediate data on the basis of which 
the interpretation was made. The analyst 
would feel that his interpretation establishes 
a clear connection with a problem recently 
or remotely discussed, and that it will aid in 
its clarification. Since all three preconditions 
are relatively valid, the validity of the inter- 
pretation can be only a relative one. 

There are two categories of confirmatory 
criteria for the validity of an interpretation: 
the immediate and the ultimate. Either of 
these may be explicit or implicit. The im- 
mediate, explicit corroboration can be in the 
patient’s reaction to an interpretation. The 
patient may say that it clicks and connect 
the interpretation with a problem past or 
present or with another dream. Immediate 
corroboration of the interpretation may be 
given implicitly. The patient thinks it sounds 
likely and goes on to further constructive 
work on the same problem. Or he feels less 
tense or has lost some psychosomatic symp- 
toms after an interpretation. Interpretations 
may also lead to anxiety, psychosomatic re- 
actions, irritability, or depression. These are 
not reliable corroborations of the validity 
of an interpretation. The ultimate explicit 
corroboration for an interpretation may be 
given by the patient later in the analysis 
when he becomes aware that the interpreta- 
tion now has real meaning for him. He may 
ultimately imply that an interpretation was 
correct by declaring that the problem to 
which the interpretation was related became 
clearer, by a change or improvement in him- 
self in sdlathies to other problems or to the 
analyst, and by reorientations in values. 

The analyst has criteria for the validity of 
his interpretation even when his patient can- 
not be of explicit help to him. These may 
be in the immediate sequences following 
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his interpretation in the form of associative 
material, reactions of anxiety or hostility, 
somatic symptoms, a new dream, a new 
problem. Blockages may become less or 
greater. The analyst may also check the 
validity of his interpretations with certain 
ultimate findings. The problem discussed 
may have become clearer, may have dim- 
inished, or disappeared. As a consequence 
of the interpretation, the patient may bring 
a new problem into focus, may present a 
new constructive solution, new stands, and 
some reorientation of values. He may show 
greater ability to work on dreams and a 
tendency to live less in imagination. 

The optimal situation obtains in support- 
ing the validity of an interpretation where 
both patient and analyst are co-operatively 
working together and both can offer imme- 
diate and ultimate explicit confirmatory evi- 
dence. Both would feel it clicks in a real 
sense and would go on to offer such corrobo- 
rative evidence as connecting the interpreta- 
tion with the problem under discussion, with 
the previous session, with the sequence of 
evolution of this problem in previous dreams 
and other material of previous sessions. Both 
would note the disappearance of feelings 
of anxiety or hostility or their somatic con- 
comitants. On the other hand, a patient may 
become blank, anxious, or irritable as a re- 
sult of a valid interpretation. When a co- 
operative relationship obtains between ana- 
lyst and patient, both would note the clari- 

cation of an old problem, a new problem 
coming into focus, a new constructive force 
becoming evident, a change of values with 
some significant stands taken. 

Thus the list of criteria for the validity of 
an interpretation includes the preconditions 
and the immediate as well as ultimate cor- 
roborative evidence. However, we can only 
be relatively certain about the validity of an 
interpretation, or we may have to be satis- 
fied with various degrees of probability. 


There can be no exactly right interpretation, . 


for the same dream might be interpreted 
from several angles. The validity of a dream 
interpretation will become the greater the 
closer our three preconditions approach the 
reality of the truth regarding the nature of 
man and the nature of the particular man 
being analyzed. The possibility for greater 
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validity will increase as the analyst becomes 
a better analyst and the patient a more con- 
structively co-operative patient. 


REASSURANCE IN THERAPY. (Nathan Free- 
man; Dec. 12, 1948) This interval meeting 
was devoted to a discussion of Dr. Martin’s 
paper published in this issue. The discussion 
was focused on reassurance in therapy as 
viewed within the framework of Horney’s 
theory of neurosis. The neurotic character 
structure is composed of interrelated dy- 
namic forces expressing defenses against 
disturbance to the defensive system. These 
defenses can be assailed by intrapsychic and 
environmental pressures. If they give way, 
the consequences are anxiety, fear, and 
terror. It is therefore not surprising that a 
neurotic individual seeks reassurance. 

The broad definition of reassurance, “to 
free from terror, fear and anxiety,” is in- 
complete as a general principle in psycho- 
analytic practice. We must take into con- 
sideration certain theoretical and practical 
factors which can affect the value or harm 
in giving reassurance. The therapist should 
be aware that at times reassurance can be 
useless or destructive and at other times 
valuable and constructive. Our theory dif- 
ferentiates between (1) retarding forces 
operating in the patient which tend to per- 
petuate neurotic defenses and irrational re- 
actions, and (2) constructive forces which 
will enable the patient to work at his prob- 
lems and which will tend toward a reduc- 
tion of neurotic anxiety and other irrational 
reactions. The patient may seek reassurance 
therefore either in support of neurotic needs 
or in support of constructive interests. 

Patients may seek reassurance for neurotic 
reasons in order to get signs of the therapist’s 
affection, approval, or special care; or to per- 
petuate and reaffirm their belief in the ideal- 
ized image; or to restore hurt pride. In order 
to get relief from self-hatred, they may ex- 
press self-recriminations and guilt feelings 
in order to elicit reassurance from the thera- 
pist. If reassurance is given, it may relieve 
guilt feelings, but it is essentially useless if 
self-hatred continues unabated. A patient 
sometimes seeks reassurance by expressing 
self-recriminations in order to show the ana- 
lyst how bad he (the patient) is and how 


easily the therapist has been taken in. This 
is a vindictive use of reassurance. In some 
patients reassurance is taken and used as a 
“should” in their strivings for perfection. A 
patient cannot accept or profit by reassur- 
ance (1) when he is living completely in 
imagination, i.e., when he is his idealized 
image; (2) during periods of intense self- 
contempt; (3) when he cannot tolerate any 
discussion of factors which are of supreme 
subjective value to him. 

The conditions under which reassurance 
is of real constructive value are as follows: 

(1) During periods of tension, anxiety or 
panic associated with real insights. 

(2) When the patient is facing and ex- 
periencing actual inner conflict. Encourage- 
ment from the therapist helps the patient to 
endure anxiety and face his conflict. This 
leads to real solution of conflicts and per- 
manent freedom from anxiety, rather than to 
allaying anxiety and the avoidance of con- 
flicts. 

(3) When the patient needs support of 
the real self as it emerges. Reassurance and 
encouragement can contribute to reduction 
of confusion which the patient experiences 
when he becomes aware of his real self. 

In addition to specific constructive reas- 
surance given at the appropriate time and in 
appropriate context, the therapist’s interpre- 
tations, if well-timed and accurate, have re- 
assurance value. They help the patient to 
understand himself, they set him thinking 
constructively, and they encourage him to 
participate fully in inner conflicts. Of reas- 
surance value also are the therapist's voice, 
his equanimity, self-confidence, sincerity, 
empathy, and humaneness. The therapist's 
constant interest in the patient and his un- 
wavering belief in the patient’s capacity for 
growth is the cornerstone of the philosophy 
of Horney’s concepts of human motivation. 
There is no blueprint to show exactly what 
to give in the way of reassurance or when 
and how to give it. It is up to the therapist's 
understanding, his experience and his own 
philosophy of human relations and life. 
Know your theory, be human, and have a 
heart. 


AwarENEss OF Conruicr. (Alexander R. 
Martin; Jan. 16, 1949) The embryologist A. 
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E. Coghill proved conclusively that inte- 
grated action or reaction of the whole or- 
ganism always precedes action or reaction 
of its individual parts. Therefore the inner 
conflicts which beset all individuals in some 
degree, as a result of their upbringing, must 
always involve the whole organism. This 
total involvement in conflict can only be 
tolerated in full awareness if the conflicts 
are slight. Full awareness of total involve- 
ment in those gross, severe inner conflicts 
which originate through extreme malevo- 
lence and deprivation in childhood is an in- 
tolerable, anxiety-filled experience. To avoid 
this, a protective dissociation takes place by 
means of which the conflicts now reach 
awareness only in certain structural and/or 
temporal areas of functioning, while they 
continue to find expression subconsciously 
and unconsciously in other temporal and 
structural areas of functioning. In other 
words, there is a breaking up of total or 
global war into isolated battlefields. This is 
possible only by a lowering of the level of 
consciousness and at the expense of the pa- 
tient’s consciousness of wholeness and con- 
tinuity. (Continuity is here seen as whole- 
ness in a temporal sense.) In the structural 
area of living, spasm is seen as a somatic 
expression of conflict. Such dissociative pro- 
cesses provide a dynamic interpretation of 
psycnosomatic disorders of a spasmogenic 
nature such as asthma, migraine, hay fever, 
coronary thrombosis, spastic colon, and the 
spas<ic conditions accompanying duodenal 
ulcer. Notice is taken of the increase of these 
spasmogenic conditions in modern life, par- 
ticularly coronary thrombosis and duodenal 
ulcer. Substantiation of this whole hypo- 
thesis is found in the fact that these spas- 
mogenic conditions frequently alternate 
with serious psychic disturbances, such as 
depression, depersonalization, and feelings 
of unreality. 

If we accept this hypothesis, it becomes 
the function of psychoanalytic therapy to 
assist the individual to become aware of his 
total involvement in conflict. Emphasis is 
placed upon the recall of conflict rather than 
the recall of unpleasant incidents. Therapy 
does not consist only in making the patient 
aware of his conflict with the personal or 
impersonal environment, or with the analyst, 
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but aware of the conflicting feelings and 
impulses towards the analyst and how these 
involve every aspect of his structural and 
temporal being, e.g. conflicting tendencies 
to defer and to defy, or the conflict between 
self-effacement and self-effulgence. Every 
dissociation of conflict brings with it a loss of 
a sense of wholeness and a consequent feel- 
ing of weakness. To help the patient become 
aware of conflict in any structural or tem- 
poral area of his being will bring with it a 
uantum of wholeness and strength and 
us a lucky circle is started. 

These speculations about conflict and the 
idea of total participation in conflict help us 
to get a better understanding of how a pa- 
tient gains real insight as distinct from in- 
tellectual insight, and help to explain what 
really happens when a patient emerges from 
a marked emotional reaction (laughing, cry- 
ing, the so-called “abreaction” ) with strength 
and greater insight. We have to differentiate 
between visceral participation in emotion 
and visceral participation in conflict of emo- 
tions. In the latter, there is a disproportion- 
ate reaction, an over-reaction. Similarly, we 
have to differentiate between total participa- 
tion in emotions and total participation in 
conflicting emotions. In the latter, for in- 
stance, we have simultaneous laughing and 
crying, the so-called hysterical outbursts 
which frequently accompany feelings of in- 
sight. These emotions that accompany real 
insight can be the feeling of total involve- 
ment in mixed feelings, the simultaneous 
laughing and crying. The so-called oceanic 
feeling, or the “ah-ha” feeling of Freud, are 
all suggestive of a total participation or in- 
volvement in conflict. In describing the feel- 
ings that accompany this experience, pa- 
tients talk of how deeply they feel; they 
speak of “the inside being torn out of me.” 
One patient said, “It just wracked my whole 
body.” It certainly seemed from the picture 
and from the content of these patients that 
they were greatly involved in conflicts at the 
moment of new insight. We have always 
recognized that the goal of therapy is to help 
the patient to be aware of his conflicts. He 
has to become aware of how they affect his 
life, their determinants and derivatives. But 
what is of greatest importance, he must see 
how these same conflicts express themselves 
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in dissociated structural and temporal parts 
of his life—e.g., at the somatic level, in the 
sexual life, business life, social life, intellec- 
tual life, in his childhood, in his dreams, and 
particularly in his life with the analyst. 

What we do in making the individual con- 
scious of his total involvement in conflict is 
to facilitate and bring all these different dis- 
sociated expressions of the same conflict to- 
gether, so that instead of fighting out the 
same conflict in different areas and in dif- 
ferent levels of functioning, he engages and 
participates in his conflict as a whole. The 
turmoil and agony that results is compen- 
sated for by the feeling of wholeness and 
wholeheartedness. There is a feeling of 
strength and a feeling of being superior and 
greater than the conflicts that are now in full 
consciousness. The total participation in the 
conflict and having it totally felt does not 
throw him. He no longer reacts to it, but he 
is able to take a stand and be active, rather 
than reactive. 

The ability to withstand and experience 
conflicts totally within one’s self has some- 
thing to do with the ability to participate 
wholeheartedly and constructively in ex- 
ternal conflicts. The wholeheartedness that 
comes with the admission into full conscious- 
ness of internal conflicts gives us simultane- 
ously the capacity to enter into the external 
conflict actively and not reactively. 

From a prophylactic, or health-promotion 
standpoint, it is most important for us to con- 
sider how we are preparing ourselves and 
our children to go out and meet life—that 
is, for wholehearted, active participation in 
the conflicting, incompatible, inconsistent 
behavior of human beings that constantly 
assails us. 

A study of all evolutionary forms will show 
that superiority and survival vary directly 
with the length of dependence on parents. 
Certainly, in the last half-century, the period 
of dependence upon parents has gradually 
extended. This longer period of supportive 
and protective dependence provides the op- 
portunity to prepare the coming generation. 
We must make better use of this longer 
period, so that we prepare our children to be 
aware of the contradictions, inconsistencies, 
hypocrisies, and conflicts, prepare them to 
participate and become healthily and not 
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compulsively involved. Analysis provides a 
period of healthy dependency, which can 
substitute for the unhealthy dependency 
experienced in relation to the parents, dur- 
ing which the patient gradually gains the 
strength to admit into consciousness his 
total involvement in conflict. 

There are cultural factors facilitating the 
individual’s total participation in conflict. 
That is, the culture has developed ways and 
means of presenting the incongruities, con- 
trasts, and conflicts of life in ways that are 
acceptable. For example, note the greater 
expressions of conflicts, contradictions, and 
inconsistencies in modern drama, modern 
music, modern art, and modern dance. Es- 
pecially note in modern music the broken 
rhythm and dissonance. We see here some 
therapeutic value in that through this there 
is opportunity to participate totally in these 
conflicts. 

We also see in this connection the thera- 
peutic value of satire and certain forms of 
humor, by means of which we are either 
gradually or suddenly confronted with the 
incongruities, contradictions, inconsistencies 
for which we are not prepared. We are thus 
again encouraged to participate in conflicts. 
The ability to laugh at one’s self, or to laugh 
at these representations of ourselves, par- 
ticularly the representations that reveal our 
contradictions, has long been known as a 
safeguard against serious neurosis. It is not 
so much holding the mirror up to our 
shortcomings, limitations, and pettiness, but 
rather holding the mirror up to our gross 
contradictions. There is the juxtaposition of 
extreme opposites. This is the “arsenic and 
old lace” type of humor. The ners we A or 
inability to be sensually affected by these 
contradictory representations of ourselves is 
an indication of an incapacity for allowing 
ourselves totally to participate in conflict. 
There is something to be said for the so- 
called belly laugh as an indication of relative 
security and a capacity to participate totally 
in conflicts. 

The paper concludes with some remarks 
about the positive gains from participation 
in conflict. Here it is necessary to think of 
conflict in a rather positive sense, as some- 
what akin to friction. A recognition, or a 
realization of the uniqueness of individuals 
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brings with it an acceptance of difference, 
which becomes the basis of healthy friction. 
Inter-personal friction, which is the case 
with friction in the mechanical world, can 
be seen as the source of heat, light and 
power and provides the spark of life. In 
the healthy dependency period of childhood 
and the healthy dependency of analysis, 
there should be the opportunity for total 
participation in this healthy friction. The 
child who is loved and gets real affection 
does not withdraw, nor is he withheld from 
this healthy friction of life. We must dif- 
ferentiate between the healthy friction that 
naturally occurs on contact between unique 
individuals and is strength-giving and a 
means to a still greater orchestration of life 
—to differentiate this from the acquired un- 
healthy friction that develops between in- 
dividuals who are anxiety-driven. 

Body and mind are integrated and not 
antagonistic. What the individual tries to 
prevent by dissociation is the merging of 
body and mind in the same conflicts—that 
is, consciousness of his total involvement in 
severe conflict. The shift of the manifest ex- 
pression of conflict from one sphere of func- 
tioning to another has been recognized by 
most observers, but it seems that the impli- 
cations and significance of these shifts are 
quite obscure. All of us are interested in 
what brings about these shifts or dissocia- 
tions and which have the more favorable 
prognostic significance. Is the shift from the 
mental sphere to the somatic sphere the one 
to be desired? The holistic approach should 
be followed. According to this, the organ- 
ism’s natural tendency is always towards 
wider and greater integration, orchestration 
and wholeness, which can be clisturbed by 
severe acquired conflicts. The aim in mental 
hygiene and in psychoanalysis is to improve 
the capacity of the individual to accept con- 
sciously his total participation in all conflicts. 
A study of the neurotic individual’s various 
efforts towards this total participation would 
give us considerable insight into psycho- 
pathological dynamics which, of course, in- 
cludes psychosomatic dynamics. 


Tue Unconscious. (Muriel Ivimey; Feb. 13, 
1949) An attempt was made to clarify the 
concept of the unconscious by comparing 
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what it meant to Freud and what it means 
according to concepts in Horney’s theory of 
neurosis. In New Introductory Lectures on 
Psychoanalysis, Freud says: “The oldest and 
best meaning of the word unconscious is a 
descriptive one: any mental process the ex- 
istence of which we are obliged to assume— 
because we infer it in some way from its 
effect—but of which we are not directly 
aware.... We call a process unconscious 
when we assume it was active at a certain 
time, although at that time we knew nothing 
about it.” Elsewhere he says, concerning the 
relation between what is unconscious and 
neurotic manifestations, that Breuer’s dis- 
covery of the disappearance of the symptom 
when unconscious processes are made con- 
scious establishes a principle in therapy 
which is the foundation of psychoanalysis. 

This original concept and its practical im- 
plications is clear and satisfactory. However, 
in his subsequent work it became more 
and more qualified by the systematization 
to which his thinking was subject. His con- 
cept of the unconscious became involved in 
purely figurative ideas and theoretical con- 
siderations. It took on a topography, it be- 
came a region or a province and then a 
system. Finally he said, we will drop the 
idea of a system and give it a different and 
better name. Groddeck suggested as a more 
suitable name a term originally used by 
Nietzsche: the id. From this point on the 
concept and the terminology became con- 
fusing, difficult to follow, and remote from 
the original clear and useful concept. 

Freud’s elaborations and schematization 
left us with a tool that is too cumbersome 
and unnecessarily complicated with attach- 
ments and accessories. He tended to split 
it off from the original concept as a whole 
—that unconscious processes contain the 
meaning of manifest neurotic behavior, 
thinking, activities, that they were the in- 
visible motivating factors, and that re-estab- 
lishing these connections is an essential pro- 
cess in therapy. 

As to our concepts, we would start with 
the original concept as a whole. We would 
keep in mind the practical issue of the pa- 
tient’s not knowing, his unawareness, his 
ignorance of what is going on in himself 
which is compelling him to feel and think 
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and act as he does and of contradictory and 
incompatible elements in himself. In neuro- 
sis there is an absence of connection between 
his conduct and his inner feelings, his inner 
concepts of himself and others, his inner rea- 
sons, logic, purposes, and aims. Practically, 
our function is to establish these connec- 
tions, to enable the patient to recognize and 
understand himself. This is in order that his 
problems come within range of his capacity 
to reflect, to know what he wants to do with 
his life, what he wants to be, rather than 
what he is forced to do and be. 

Our working hypothesis is that there is 
a precise correlation between the manifest 
and the unconscious. In each individual pa- 
tient this correlation is something to be dis- 
covered, starting with tentative interpreta- 
tions of unconscious connections and going 
on to greater and greater precision as evi- 
dence guides us to true connections between 
the manifest and unconscious motivations. 
We would not assume that despite the fact 
that we never could establish a connec- 
tion with some unconscious wish or interest 
which theory presupposes, that the uncon- 
scious wish must nevertheless be there. But 
we would stick to evidence of unconscious 
processes as revealed through the various 
avenues of expression. In that way, theory 
does not become static and dogmatic but re- 
mains subject to change and improvement. 

We would not agree with Freud that 
unconscious processes generally are chaotic, 
but we conceive of them in a dynamic 
organization, separate processes represent- 
ing elements in the neurotic character struc- 
ture. This dynamic organization is subject to 
disturbance when a feeling of chaos is ex- 
perienced by the patient, as in states of con- 
fusion, panic, fears of going to pieces. 

In our work at problems in therapy, ac- 
cording to our concepts of the nature of 
therapeutic changes, we have observed un- 
conscious processes characterized by in- 
terests in rationality; going forward toward 
health; impulses to grasp, retain, and work 
over ideas, values, solutions of problems that 
would be remedial and constructive. For 
these reasons, we recognize constructive 
forces and processes also operating without 
conscious awareness of the individual. 

The term “the unconscious,” with the im- 
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plications inherent in Freud’s thinking, is a 
misnomer in our frame of reference. We ex- 
press our meaning if we use the word 
as an adjective—unconscious processes, un- 
conscious forces, unconscious motivations, 
unconscious pride, hatred, destructiveness, 
resignation, self-effacement, etc. It is espe- 
cially important to keep the concept con- 
nected with the specific significance and 
value it has as providing meanings for neu- 
rotic manifestations and their understand- 
ing. 


MAN As A THINKING Macuine. (Karen Hor- 
ney; Mar. 13, 1949) We find in many neu- 
roses something in the nature of an elabo- 
rate philosophical system. Une such system 
is founded on the belief in the power of 
the mind in which an enormous pride is in- 
vested. Thinking then takes on special im- 
portance since it is used in the service of 
the neurotic pride system as distinguished 
from the service of healthy and constructive 
purposes. Those who invest thinking with 
neurotic pride tend to talk endlessly and 
will intellectualize everything without any 
involvement of their true feelings or their 
true beliefs. 

Thinking powers are used to promote a 
kind of self-idealization in which the belief 
in the supremacy of the mind and compul- 
sive efforts to mold oneself into intellectual 
perfection are prominent features. This is 
seen most frequently in aggressive indi- 
viduals. It is accompanied by marked aliena- 
tion from themselves and little awareness of 
anything else about themselves, their feel- 
ings, or their bodies. In vindictive indi- 
viduals feelings are undervalued and dis- 
paraged. Such people end by having noth- 
ing to live for except their minds. With this 
comes a kind of retirement into the intellect, 
detachment from others, and a high degree 
of alienation from the self. 

They may be quite dead emotionally, and 
they often feel Tucid and clear only when 
they think or read. They frequently say, “I 
have no existence apart from my thoughts.” 
Intellect is used as their only standard for 
gauging superiority, and they expect and re- 
quire themselves to be supreme in that area. 
Any failure to achieve that is regarded as 
total failure at the moment and in life in 


general. The intellect is used in the service 
of power over others—outwitting, outmaneu- 
vering, and confusing others by complicated 
language which, frequently, no one can un- 
derstand. Sadism is always present. They 
size up others in respect to intellectuality 
exclusively. They prefer highbrow talk and 
evaluate others according to their capacity 
for this kind of talk in a spirit of competition 
and disparagement. They try to maintain a 
Godlike self-sufficiency because of the in- 
ner dire necessity to confirm the idealized 
. image and the pride system. They need to 
regard their own thinking as infallible. Since 
they have nothing else, their lives—apart 
from intellectualizing—are usually quite bar- 
ren. 

What does this do to the individual's 
attitudes toward himself? He loses respect 
for himself as he really is. He cultivates a 
passion for getting by, or getting around 
everything quickly. In analytic treatment, 
wanting to get by may be a serious retard- 
ing force. When a patient sees a conflict, he 
at once asks: “How do I get over it?” which 
stalls him in actually working at a problem. 
In addition to wanting to get by, he also 
‘takes pride in getting by very fast. 

Pride in intellect has a constricting effect 
on the ability to enjoy anything, since noth- 
ing can be enjoyed that hasn’t been approved 
by the intellect. Is it rational, does it measure 
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up, is it perfectly acceptable to my thinking? 
Only if it passes can it be enjoyed. 

The opposite is found in the self-effacing 
person who feels he never thinks as well as 
others do, never has any ideas, and quickly 
calls himself stupid. There is an anxious 
need to make no claims to having a good 
mind, in order to avoid disappointments. 

Intelligence can be turned wholly to the 
service of neurotic pride, rather than toward 
enriching life and the enjoyment of being 
wholly one’s real self. In other cases beauty 
or sex can likewise be turned to the service 
of pride with the same consequences. Analy- 
sis would aim to achieve synthesis with the 
real self as a whole, using knowledge not 
just for pride in knowledge but for under- 
standing and in order to increase the ap- 
preciation and enjoyment of oneself and 
others. 


FINDING THE REAL SELF—AND Its SIGNIFI- 
CANCE IN Tuerapy. (Karen Horney, modera- 
tor; April 10, 1949) Presentation of the letter 
published in this issue. 


FINDING THE REAL SELF—AND Its SIGNIFI- 
CANCE IN THERAPY. (Karen Horney, modera- 
tor; May 15, 1949) Discussion of the concept 
of the “Real Self.” Amplification of this 
material will be published in subsequent 
issues of the JouRNAL. 
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The Association for the Advancement 
of Psychoanalysis 


The past year has contained many evi- 
dences of the Association’s growth and ex- 
pansion. In December, 1948, the Association, 
ACAAP, and the Institute moved to new and 
more spacious quarters at 220 West 98th 
Street. The number of analysts certified by 
the Institute and admitted to the Association 
as associate members has increased threefold 
over the previous year. A candidate of the 
Institute has presented an original paper at 
an Academy meeting. The number of candi- 
dates who have been first and secondary dis- 
cussants at these meetings has greatly in- 
creased. At the Association Interval meetings 
one candidate presented a paper, a number 
have functioned as moderators, and the par- 
ticipation in the general discussion by the 
candidates has been much broader. 

This year the Association made a signifi- 
cant step in the direction of greater partici- 
pation in the activities of the American Psy- 
chiatric Association. Dr. Martin has been 
made chairman of their Committee on Lei- 
sure-Time Activities. At the Annual Conven- 
tion held in Montreal, Canada, from May 23 
through May 27, 1949, there were 15 mem- 
bers of the Association and candidates of the 
Institute present. Dr. Horney presented a 
paper entitled “Dynamics of Psychotherapy” 
which was heard by over 700 people. Repre- 
sentatives of the Association discussed 17 
different papers given during the con- 
vention. In addition the viewpoint of the 
Association was presented to many others 
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through innumerable personal contacts. On 
the basis of this very satisfying and effective 
effort, plans have already been initiated for 
an even greater participation at the next 
annual convention to be held in Detroit, 
Michigan, in May, 1950. 

With all these expanded activities, the 
Association continues to carry on its other 
regular functions: the publication of the 
AMERICAN JOURNAL OF PsyCHOANALYsIs, the 
direction of the community-education pro- 
gram carried out by the Auxiliary Council, 
and the operation of the Association Book- 
shop. 

Ketan, M.D. 
President 


The Auxiliary Council to the 
Association 


ACAAP has, in the past year, moved in 
the direction of greater autonomy while 
strengthening its ties to the parent organiza- 
tion, the Association. Within ACAAP a re- 
organization focused on definition of com- 
mittee functions and the fixing and delegat- 
ing of responsibilities, so necessary in an ex- 
panding group, was accomplished. To effect 
a clearer separation from the Association, 
one half the time of one secretary was allo- 
cated to ACAAP and to be directly under its 
supervision. This is a first step toward a full- 
time professional executive secretary who 
will co-ordinate and expand ACAAP’s activ- 
ities. To effect a closer liaison with the 
Candidates Association of the Institute, the 
ACAAP committee of that group, chaired for 
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two years by Dr. Isidore Portnoy, was en- 
larged to include Dr. Norman Kelman, Dr. 
Hugh Mullan, and Dr. Sidney Rose. 

In its expanded quarters ACAAP offered 
six seminars, the average attendance was 
more than 50, and one had to close registra- 
tion at 90. The topics were: 

“Child-Parent Relations.” Dr. Norman 
Kelman. 

“Seminar for Clergymen.” Dr. Paul Luss- 
heimer. 

“Personnel Problems.” Dr. Sara Breitbart. 

“Dr. Horney’s Theory of Neurosis.” Dr. 
Isidore Portnoy. 

“Problems in Marriage.” Dr. Bella S. Van 
Bark. 

“Sex in Neuroses.” Dr. Frederick A. Weiss. 

Next year there will be five seminars. In 
keeping with policy, some seminars will be 
repeated and new ones added. Next year, a 
seminar on “Literary Figures in the Light of 
Modern Psychoanalysis” will be the innova- 
tion. 

The paid lectures given at the Henry Hud- 
son Hotel on the first Tuesday of each month 
were continued. The average attendance 
dropped to 250, due in the main to chang- 
ing economic conditions. This year instead 
of a symposium, Dr. Horney gave one of the 
lectures entitled “Aims of Psychoanalytic 
Therapy” on February 2, 1949. The others 
were: 

“Fostering Healthy Sex Attitudes in Chil- 
dren” (Dr. Norman Kelman, October 5, 
. 1948); “Impotence in Men” (Dr. Abe Pin- 
sky, November 9, 1948); “Human Nature 
Can Change” (Dr. Bella S. Van Bark, 
December 7, 1948); “New Trends in Psy- 
choanalysis” (Dr. Frederick A. Weiss, Janu- 
ary 11, 1949); “Living in an Ivory Tower 
—Isolation and Loneliness” (Dr. Antonia 
Wenkart, March 1, 1949); “The Fear of Ap- 
pearing Ridiculous” (Dr. Morris Isenberg, 
April 5, 1949); “Brief Psychotherapy” (Dr. 
Sidney Rose, May 3, 1949). 

Another innovation in the past year was 
the substituting for the President’s monthly 
letter by the ACAAP Record. It has an at- 
tractive new format, contains a regular cal- 
endar of events, write-ups of special events, 
editorials, and book reviews. It is issued ten 
times a year and gives a much broader and 
more interesting picture of ACAAP activi- 
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ties—particularly to those members not close 
to New York City who cannot participate 
directly. 

The other regular functions of ACAAP 
have been continued with even greater effec- 
tiveness: the orientation meetings for new 
members; the monthly Sunday discussion 
groups conducted for members, and partici- 
pated in by three analysts on each occasion; 
the distribution of lecture summaries which 
now number 39; the maintenance of the lec- 
ture bureau through which over 50 different 
lay groups were addressed by analysts of the 
Institute. 

—Hanroip Ke_man, M.D. 

Chairman, Liaison Committee 
—Ismwore Portnoy, M.D. (Chairman) 
—NorMAN KELMAN, M.D. 

—Hucn Mutian, M.D. 

—Swwney Rose, M.D. 

Candidates Committee 


The American Institute for 
Psychoanalysis 


In the past year the Board of Trustees of 
the Institute pro tem concentrated mainly on 
the drafting of a constitution. This constitu- 
tion was ratified on June 15, 1949, the Board 
of Trustees pro tem was dissolved, and the 
first meeting of members of the Institute was 
held. At this meeting members of the first 
Board of Trustees of the Institute were 
elected to serve according to provisions of 
the constitution, and chairmen and mem- 
bers of the Membership and Grievance Com- 
mittees were elected. After this meeting the 
Board of Trustees met and elected officers 
of the Institute. 

With the growth in the enrollment of 
candidates and the progress of candidates 
now well advanced in the course in train- 
ing, we have been able to enlist many well- 
qualified trainees to assist in the courses. 
This practice offers the opportunity for can- 
didates to broaden their experience; it tends 
to break down the line between student and 
teacher; and it makes for mutuality in edu- 
cational development between faculty and 
candidates, senior candidates and juniors, 
and those who have been newly admitted. 
There has been a marked increase in the 
number of lectures given by candidates to 
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the public. This experience consolidates the 
candidates’ understanding of psychoanaly- 
tic concepts and their application to every- 
day life. In the same way, the practice 
of writing term papers and summaries for 
ACAAP’s bulletin publications is an educa- 
tional adjuvant of considerable value. 

A detailed critical review was made of 
each course given during the year as a guide 
to improvements when courses are repeated. 
The evaluations of courses by candidates 
have been studied with a view to select- 
ing what is valuable in their suggestions. 
Recommendations are conveyed to the in- 
dividual instructors for their consideration. 
Special attention was paid this year to a 
sharper delineation between “Continuous 
Case Seminars,” “Clinical Conferences,” and 
the course, “The Analytic Process.” Of these 
three courses “Clinical Conferences” was dis- 
cussed in greatest detail. The main issue in 
this course is that the student learns to size 
up the cases presented; special problems are 
discussed either in the same session, or—in 
the case of problems of special interest and 
complexity—in the following session. 

Another course which received special 
study was “Sexual Problems in Neurosis.” 
This course, given in six lecture-seminar ses- 
sions, was received with great interest. It 
was felt that it could be lengthened and 
elaborated and that the organization of the 
course could be improved by providing more 
time for discussion of clinical material. 

The course, “Readings in Psychoanalysis, 
Part III, the Works of Karen Horney,” given 
for the first time last year, proved very valu- 
able in providing groundwork for the study 
of Horney’s theory of neurosis. It will there- 
fore not be necessary to include so much de- 
tail in the course, “Theory of Neurosis,” as 
heretofore. This course, as planned for next 
year, will take on the character of an ad- 
vanced study of the theory in which essential 
issues will be presented and thoroughly dis- 
cussed. It is expected that the student who is 
already prepared by a systematic reading of 
Horney’s works will get a more comprehen- 
sive grasp of the theory as a whole, and that 
those who have not had such preparation 
will approach Horney’s contributions with a 
better understanding of the main issues. 

The lecture course, “The Search for Inner 


Unity,” presented an extensive elaboration 
of the material of the course, “At War With 
Ourselves,” given in the previous year. Con- 
siderably more work was done on problems 
relating to inner psychic conflicts between 
the pride system of the idealized image and 
the real self and the neurotic solutions of 
these conflicts which the individual strives 
for. 

In the lecture course, “Interpretation of 
Dreams,” certain aspects of the theory of 
dreams were expanded and an attempt was 
made to present some philosophical issues 
involved in the theory. 

Horney’s approach to psychological prob- 
lems has implied from the beginning the 
necessity for a philosophical point of view. 
In class discussions, especially in “Interpre- 
tation of Dreams,” and in interval meetings 
of the Association it has become more and 
more evident that we needed some authori- 
tative guidance from a professional philoso- 
pher. We have fortunately enlisted the in- 
terest and services of James G. Clapp, Ph.D., 
assistant professor of philosophy at Hunter 
College, who will conduct a lecture course 
entitled “Philosophy and Psychoanalysis.” 
We look forward to the course as an oppor- 
tunity to come to a clear understanding of 
basic philosophical issues as applied to psy- 
choanalysis. 

Ivimey, M.D. 
Associate Dean 


Candidates Association 


The membership of the Candidates Asso- 
ciation has grown from 45 to 50 in the past 
year. Nine new candidates who were ad- 
mitted to the Institute became members of 
our Association, three became associate 
members of the Association and one mem- 
ber left the Institute. During the year, five 
Juniors became Seniors; the current break- 
down is 23 Juniors and 27 Seniors. 

The following account of our activities 
shows the role we have played in the affairs 
of the Institute, the Association, and ACAAP. 
During the past year, six candidates partici- 
pated as guest lecturers in the course, “Read- 
ings in Psychoanalysis, Part II.” “Readings in 
Psychoanalysis, Part III,” was conducted in 
its entirety by a Senior candidate. One candi- 
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date assisted in the lecture course, “Psy- 
chiatry and Psychoanalysis.” Three candi- 
dates assisted as lecturers in the course, 
“Neuroses and Psychoses.” One candidate 
took part on the team of three instructors 
who gave the “Seminar on Personal Case 
Histories.” In all, ten candidates assisted in 
the teaching program of the Institute. 

In the monthly scientific meetings of the 
Association at the New York Academy of 
Medicine, one of the candidates ens | an 
original paper, three candidates presented 
formal discussions of Academy papers, and 
many contributions were made by candi- 
dates in open discussions at these meetings. 
One candidate presented one of the main 
papers at the Association Interval Meeting. 

Activities with ACAAP have been carried 
out through our ACAAP Liaison Committee 
and our Speakers Committee. The former 
committee has been expanded to four mem- 
bers and with the representative of the Asso- 
ciation has attended the monthly meetings 
of the ACAAP Executive Committee. Candi- 
dates have delivered five out of the eight of 
ACAAP’s monthly lectures to the laity series 
at the Henry Hudson Hotel. Four out of the 
six ACAAP seminars for the laity were con- 
ducted by candidates. Seven lecture sum- 
maries and pamphlets published by ACAAP 
were written by candidates. Our Speakers 
Committee arranged for the candidate dis- 
cussants at the monthly ACAAP meetings 
and filled numerous engagements requested 
by lay and professional groups, such as 
parent-teacher organizations, medical so- 
cieties, churches, and study groups. 

In addition to the above activities with 
the Institute, the Association, ACAAP and 
various lay groups, the following intra-group 
activities have been carried out. Our Library 
Committee has begun an expansion of our 
functioning library by cataloging books in 
the personal libraries of candidates which 
are available for loan circulation. The House 
Committee has arranged for our Annual Din- 
ner, the housewarming party in our new 
quarters, and the monthly collation follow- 
ing our business meetings. 

The Referral Committee has clarified and 
systematized the work of distributing appli- 
cations for psychiatric and psychoanalytic 
treatment. The Committee on Hospitals has 
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compiled valuable data on resources for pa- 
tients needing in-patient care and has dis- 
tributed this to candidates and members of 
the Association. We have also begun pub- 
lication of a monthly announcement bulletin. 

The work of the Course-Evaluation Com- 
mittee has been more clearly defined and ad- 
ministered in collaboration with the Faculty 
Council. The system introduced this year 
entails the calling of evaluation meetings at 
the close of each course, moderated by two 
candidates who report in writing to the 
Evaluation Committee. The final report is 
submitted to the Faculty Council. There has 
been an increasingly responsible attitude 
evident this year in evaluating courses, aris- 
ing out of the more intimate conduct of the 
discussions and the response of the faculty 
to the constructive suggestions. 

The general program at our monthly meet- 
ings has been devoted to the general topics 
relating to our responsibility as physicians, 
candidates of the Institute, members of 
the psychiatric profession and the commun- 
ity at large. Accordingly discussions under 
the following headings were scheduled: (1) 
Mutual Relations between the Candidates 
Association, the Institute, the Association, 
and ACAAP; (2) Responsibility as Phy- 
sicians to the Patient and the Community; 
(3) The American Psychiatric Association— 
in recognition of the desirability to maintain 
contact with the psychiatric profession at 
large and to avoid any tendency toward 
sectarianism; (4) Discussion of various or- 
ganizations of psychiatrists, psychothera- 
pists, and psychoanalysts in which member- 
ship is open to us and whose meetings offer 
opportunities for exchange of opinion and 
the expression of our point of view. 

This year has seen a considerable expan- 
sion of our work with other groups, with- 
in the Association, and with the laity, and a 
definite intensifying of our intra-organiza- 
tional functioning. This has been a con- 
sequence of the maturing of our organiza- 
tion and the co-operative spirit of com- 
mittees and the membership at large. Real 
self-interest and group responsibility has 
been evident in the extent of our efforts and 
the satisfying successes achieved. 

—NorMan KeLMAN,M.D. 
President 
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THE ENCYCLOPEDIA OF 
CRIMINOLOGY 


Dr. Vernon C. Branham and 
. Samuel B. Kutash 


Tuts comprehensive work will serve the needs 
of all those concerned with the 

crime and criminality. Accomplished through 
the combined efforts of sixty-one outstanding 
specialists in a variety of disciplines, including: 


PSYCHOLOGY 
LAW 

PENOLOGY 
PSYCHIATRY 
POLICE SCIENCE 
PHILOSOPHY RESEARCH 


Victoria 
Senator Thom Cc. ur N. Foxe, M.D.; 
G. I. Giardini, Ed.D.; Eleanor Glueck, Ph.D.; 3: Sheldon 


Glueck, Ph.D.; Irving W Leland Hinsie, 
Hes. Alder Hon. J. 
Lewis es; V. A. Leonard, 


Edited 


SOCIOLOGY 
EDUCATION 
RELIGION 
MEDICINE 
HISTORY 


M. Spector: 
Edwin H. Sutherland, Teeters, 


Louis P. Wilson, 
Fritz Wittels, Jos LL.D.; Arthur L. 
Wood, $12.00 


CHILD GUIDANCE 
Edited by B. Winn, Pu.D. 


“ALL THE apparatus, labels and paraphernalia 
of the child psychologists have been assembled, 
described and defined in the Encyclopedia of 
Child Guidance. This volume of 456 pages, 
edited by Ralph B. Winn, brings together in 
alphabetical arrangement the efforts of more 
than sixty experts to analyze and characterize 
the technical terms employed in diagnosing 
children’s mental traits. 


“An excellent job has been done in thus 
between two covers so large and 

varied an amount of information about one of 
the youngest and most important areas of edu- 
cational advance.”—The Journal of Education. 


$7.50 


PHILOSOPHICAL LIBRARY, 
PUBLISHERS 


15 EAST 40TH ST., DEPT. 306, NEW YORK 16, N. Y. 
Expedite shipment by enclosing remittance with order 


«Announcing 
COURSES 


IN OF THE 


American Institute for Psychoanalysis 


1949-1950 


Readings in Psychoanalysis. Part I 

Psychiatry and Psychoanalysis 

Theory of Neurosis 

Seminar on Personal Case Histories 

Psychoanalytic Therapy. Part I 

Philosophy and Psychoanalysis The Analytic Process®* 

Pioneers in Psychoanalytic Thinking Psychoanalytic Therapy. Part II* 
* Advanced technical courses open only to candidates in training 


Horney’s Theory of Neurosis 

The Meaning of Dreams 

The Human Factor in Working Relations 
Continuous Case Seminar* 

Clinical Conferences* 


For information regarding requirements for admission, tuition, loan fellowships 
and curriculum, write to the Dean’s Office: Karen Horney, M.D., American 
Institute for Psychoanalysis, 220 West 98th St., New York 25, N. Y. 


LL.D.; Elio D. Monachesi, Ph.D.; Winfred Overholser, 
M.D.; Michael J. Pescor, M.D.; Walter C. — 


Each year the books of KAREN HORNEY 
prove anew their contribution to the 


advancement of psychiatry 


THE NEUROTIC 
PERSONALITY 
OF OUR TIME 

A pioneering work that is recognized as a 
modern classic. “A genuine contribution 
to the study of inter-personal relations . . . 
A fresh approach for psychiatric research 
and therapy.” — American Journal of 
Psychiatry. “A book of great importance.” 
— Journal of Abnormal Psychology. 13th 
Printing. $3.50 


SELF- ANALYSIS 


“Dr. Horney has the courage to question 
the traditional views of analysis and be- 
lieves that more attempts at systematic 
self help with guidance from the expert 
should be tried in the absence of crip- 
pling neuroses . . . One of the best books 
on interpersonal psychiatry of the neu- 
rotic character.” — Psychiatry. 6th Print- 
ing. $3.50 


NEW WAYS IN 
PSYCHO- 
ANALYSIS 


“A concrete expression of an important 
divergent school in present-day psycho- 
analysis . . . It has value for the student 
of modern psychology since it touches on 
vital keynotes of analytic theory . . . The 
volume is a ‘must’ book for the analyst 
who works with character problems and 
for the student of psychoanalysis.” — 
American Journal of Orthopsychiatry. 9th 
Printing. $3.50 


A Constructive Theory of Neurosis 


Demonstrates how conflicts can be re- 
solved by changing the conditions within 
the personality that bring neuroses into 
being. “Dr. Horney’s thesis is developed 
with skill and really extraordinary com- 
pactness.” — N. Y. Times Book Review. 
4th Printing. $3.50 


Edited by Dr. Horney 
ARE YOU CONSIDERING 
PSYCHOANALYSIS? 


An outstanding group of psychoanalysts makes clear the meanings and goals 
of analysis and offer a comprehensive picture of its nature and aims — what 


a patient can expect from psychoanalysis and, in turn, what is expected of 
him. “A sound and constructive book.” — Chicago Sun. $3.00 


At all bookstores 
Write for free descriptive catalog of Norton Books on Psychiatry 


W. W. NORTON & CO. - 


101 Fifth Avenue, New York 3 


OUR INNER 
CONFLICTS 


The American Journal of Psychoanalysis 


Volumes I, II, III, IV . 
(bound in one volume ) 


Volume V 

Volume VI . 
Volume VII 
Volume VIII 


Order these back issues from 


$3.00 


$1.50 
$1.50 
$1.50 
$1.50 


THE ASSOCIATION FOR THE ADVANCEMENT OF PSYCHOANALYSIS 
220 West 98 St., New York 25, N. Y. 


PRINTERS 


In addition to 


The American Journal of Psychoanalysis 

The Elm Tree Press at Woodstock, Vt., 

prints the classic graphic arts periodicals 
PRINT, A Quarterly Journal of the Grapbic Arts, 
and PCQ, The Print Collector's Quarterly, 

as well as distinguished Annual Reports, 


Brochures, Journals and Books. 


Th ELM TREE PRESS, Inc. 


WOODSTOCK 


VERMONT 


. . . . . . 
. . . . . . 


PSYCHIATRY in a 
TROUBLED WORLD 


This book offers a —— record of 


the gigantic problems that psychia 
eet at the beginning of the war a 
the progress made during the follow- 
ing years. Dr. Menninger discusses 
from first hand knowledge the role 
of psychiatry throughout the war and 
the possible application of knowledge 
gained rw war experience to the 
universal good. 
by William C. Menninger, m.p., Genl. Secy., 
Menninger Foundation; Past Pres., Am. Psy- 
chiatric Assn.; Pres., Am. Psychoanalytic 
Assn.; Chairman of the Group for the Ad- 
vancement of Psychiatry. 

607 pp., $6.00 


UNDERSTANDABLE 
PSYCHIATRY 


Anxiety, fear, schizophrenia, obses- 
sions and compulsions are only a few 
of the psychiatric problems discussed 
and presented in a clear and simple 
manner in this book. Through the use 
of case histories, Dr. Hinsie aptly 
shows the influence of emotions on 
the lives of various individuals. The 
pervading theme throughout is the 
oneness of mind and body. 


E. Hinsie, m.v., Prof. of Psy- 
iatry, College of Physicians and Surgeons, 
Columbia University; Asst. Dir., New York 
State Psychiatric Institute and Hospital. 


359 PP» $4.50 


THE INTERPRETATION OF DREAMS 


The Interpretation of Dreams has long served as the keystone of the science 


of psychoanalysis. 


book has not only aroused discussions on the prob- 


lem of dreams but has also indirectly stimulated great interest in the study 
of normal and abnormal psychic life. The present volume is a translation of 
the last or eighth German edition, and contains Professor Freud’s most recent 
formulations of the psychic apparatus insofar as they are related to the psy- 


chology of dreams . 


Professor Sigmund Freud, M.D., LL.D. Translated by A. A. Brill, Px.B., m.p. 


PSYCHOTHERAPY in 
MEDICAL PRACTICE 


This is a non-technical handbook, giv- 
ing in clearly outlined form the es- 
sence of the modern approach to the 
“human element” in sickness. It was 
written for the doctor who is not a 
specialist in psychiatry, but who has 
come to realize that a large of his 
work is “minor psychiatry,” and who 
wants to be brought up to date in his 
treatment of patients who are nervous, 
or who have emotional problems. 

by Maurice Levine, m.p., Prof. of Psychiatry, 
Univ. of Cincinnati, College of Medicine; 
Attending Psychiatrist, Cincinnati General 


Hosp 
320 pp-, $4.50 


600 pp., $4.75 


PSYCHOLOGICAL 
HEALING 


The author, one of the outstanding 
figures in the field of psychothera- 
peutics, offers in these volumes a de- 
tailed history of mental healing, en- 
riching that history with the wealth of 
his own clinical experience. He covers 
the whole domain of mental therapy, 
dealing no less comprehensively with 
miraculous healing at Lourdes and 
elsewhere than with the more definite 
“medical” theories. 

i Member of the Institute 


2 vols., the set $13.50 


MACMILLAN - 60 Fifth Ave., New York Il, N. Y. 


4 
France. 


ADOLESCENT FANTASY 
BY PERCIVAL M. SYMONDS 


In this investigation of the picture-story method of personality study, Dr. Symonds 
applies the Thematic Apperception Test to 40 normal boys and girls, using draw- 
ings made especially for the revelation of adolescent fantasy life and unconscious 
motivation. Case data and 42 reproductions of Lynd Ward’s original drawings are 
included. Illustrated. $6.00 


GOALS AND DESIRES OF MAN 
BY PAUL F. SCHILDER 


As the sub-title—A Psychological Survey of Life—suggests, this work by the late 
eminent psychiatrist Paul F. Schilder attempts to present a unified view of the 
emotional life of man. Based on his extraordinarily wide experience both in private 
practice and in clinical work, this third volume in his projected six-volume treatise 
indicates the systematic framework underlying human psychological life, testing 
theory continuously against concrete experiences and observations. $4.75 


MIND: PERCEPTION AND THOUGHT 
IN THEIR CONSTRUCTIVE ASPECTS 
BY PAUL F. SCHILDER : 


In this volume, as in his others, Dr. Schilder subsumes within the systematic frame- 
work of man’s psychological life not only particular psychological phenomena but 
general intellectual and emotional phenomena of life. In this particular work, he 
applies the methods of modern psychology to a field which had not before been 
studied from this point of view. $5.25 


COLUMBIA UNIVERSITY PRESS 
NEW YORK 27, NEW YORK 


Pamphlets . . Lecture Summaries distributed by 


THE AUXILIARY COUNCIL 


What Is Psychoanalysis? 
by Alexander Martin, M.v. 
What Is a Neurosis? 
by Muriel Ivimey, m.v. 


Aims of Psychoanalytic Therapy 
by Karen Horney, M.v. 


after Psychoanalysis 
Karen Horney, 


What Schools of Psychoanalysis 
Are There? 
by Valer Barbu, m.v. 


Problems of Adolescence 
by Norman Kelman, m.v. 


Indecisiveness 
by Karen Horney, M.v. 


Hopelessness 
by Karen Horney, m.v. 


Fear of Ridicule and Humiliation 
by Karen Horney, M.v. 

The Origin of Neurosis in Childhood 
by Karen Horney, m.v. 


Healthy and Neurotic Love 
by Antonia Wenkart, m.v. 


Detachment—Living in an Ivory Tower 
by Antonia Wenkart, m.v. 

The Compliant Type 
by Karen Horney, m.v. 


The Effects of Unsolved Conflict 
by Muriel Ivimey, m.v. 


The Role of Sex in the Life of Man 
by Harold Kelman, m.v. 


The Nature of Timidity 

by Charles Hulbeck, m.v. 
Sadistic Love 

by Karen Horney, m.v. 
The Role of Early Childhood 
in Personality Development 

by Elizabeth Kilpatrick, m.v. 
Neurotic Pessimism 

by Harold Kelman, m.v. 


How the Unconscious Works 
by Muriel Ivimey, m.v. 


220 West 98th St., New York 25, N. Y. 
10 cents per copy—10 for 75 cents 


On Making Real Efforts 
by Alexander Reid Martin, m.v. 


The Neurotic Reaction to Responsibility 
by Muriel Ivimey, m.v. 


The Oldest and the Youngest Child 
by Alexander Reid Martin, m.v. 
Physical Complaints of Neurotic Origi 
Frederick A. Weiss, M.D. 


The Povchaiogy of the Returned Veteran 
by Harold Kelman, m.v. 


Overemphasis on Love 
by Karen Horney, m.v. 


Masculinity and Femininity 
by Harold Kelman, m.v. 
The Only Child 
by Bella S. Van Bark, mv. 


Growth Through Love and Sex 
by Karen Horney, m.v. 


The Career Mother 
by Antonia Wenkart, m.v. 


Homosexuali 
by Muriel Ivimey, m.v. 


Guidance of Child Development 
by Norman Kelman, m.v. 


Normal and Neurotic Conflicts 
by Karen Horney, m.v. 


by Bella S. Van Bark, mv. 
Psychology of Alcoholism 

by I e Portnoy, M.D. 
Prejudice 

by Eleanor Crissey, m.v. 
How the Psychoanalyst Works 


in Therapy 
by Karen Horney, m.v. 


Doubts About Being Psychoanalyzed 


How to Choose a Psychoanalyst 
by Harold Kelman, m.v. 

Sex and Neurosis 
by Frederick A. Weiss, m.v. 


How Does Psychoanalysis Help? 
by Muriel Ivimey, mv. 
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